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Abstract 
Non-Suicidal Self-Injury (NSSI) affects millions of individuals worldwide and appears 
to have increased rapidly in Western countries since the 1980s. A review of the extant 
literature demonstrates that the primary function of non-suicidal deliberate self-injuring 
behaviour is to escape tension and overwhelming negative affect and arousal; that is, 
experiential avoidance. The present thesis undertook two distinct but theoretically 
related studies which possessed three primary objectives. The first objective was to 
examine whether trait anxiety, mindfulness, selected avoidant and approach coping 
strategies, and substance use have a systematic relationship with, and predict non-
suicidal self-injuring behaviour. The second objective, in a separate but theoretically 
related study, was to identify adaptive skills that can be taught to people who struggle 
with anxiety and have difficulty tolerating emotional distress. The third objective was to 
confirm the hypothesis that an effective mindfulness and acceptance-based intervention 
will decrease use of avoidant coping, levels of anxiety, and life disruption due to 
anxiety, as well as increase trait mindfulness, core mindfulness skills, experiential 
acceptance, ability to take action, and ability to tolerate emotional distress. To achieve 
these objectives, a cross-sectional correlational self-report study examining these 
hypothesised relationships; followed by a separate quasi-experimental open clinical trial 
examining the efficacy of a Mindfulness and Acceptance & Commitment Therapy 
intervention for anxiety; were conducted with predominantly female volunteer 
university students. Whilst support was not found for the hypothesis that mindfulness, 
coping, and substance use directly predict non-suicidal self-injury; regression analyses 
did indicate that lower level of accepting without judgement (a core mindfulness skill) 
predicted higher level of trait anxiety, and that higher level of trait anxiety predicted 
repetitive NSSI in the current sample. Between-groups analysis also indicated that there 
xix 
were significant differences between self-cutters and non-self-injurers on levels of trait 
anxiety and use of some avoidant coping. Qualitative analysis exploring motivation for 
NSSI also provided support for the Experiential Avoidance Model of Deliberate Self-
Harm. In support of the second hypothesis, in Study two efficacy analysis via repeated-
measures between-groups ANOVA also indicated overall that the intervention was 
efficacious for those who completed the program; when compared to a wait control 
group. Statistically significant improvements in trait anxiety; disruption to work, school, 
family and social life; mindfulness and mindfulness skills; ability to take action in 
valued directions; emotional distress tolerance; and avoidant coping; were all found. 
These improvements were also maintained over time. In addition, clinically significant 
reductions in trait anxiety were found in almost a third of training completers. It was 
concluded that accepting without judgement plays a key part in trait anxiety, and that 
trait anxiety and several avoidant coping strategies play a part in NSSI in the current 
sample. In addition, it was concluded that the intervention is also theoretically 
potentially efficacious for those individuals who are seeking a more adaptive way of 
coping, than utilizing NSSI to escape or avoid overwhelming aversive internal arousal.  
 
 
 
 
 

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CHAPTER ONE 
Introduction and Overview of the Thesis 
 
As indicated by the existing literature, self-harming behaviour is more pervasive 
than many people envisage (Hawton, Rodham, Evans, & Weatherall, 2002), and 
elements such as non-suicidal self-injury appear to have increased rapidly in Western 
countries since the 1980s (Nock, 2009). A recent study by Walker and Mildred (2007) 
found that 100 of 171 undergraduate university student respondents reported 
deliberately physically injuring themselves at some point in their lives. This included 
behaviours such as cutting their skin, sticking themselves with pins, severely scratching, 
and burning themselves.  
Why would adolescents and young-adults undertake non-suicidal self-injuring 
behaviour such as this? What motivates individuals to deliberately mutilate themselves? 
Recent research has consistently indicated that people who engage in deliberate self-
harm experience tension and overwhelming negative affect, often in the form of 
anxiety. Research also indicates that these people engage in self-injury in response to 
these distressing feelings. Findings such as these raise a number of interesting questions 
including: does psychopathology; poor coping in response to stress, fear, and anxiety; 
alcohol and drug use; and/or a limited ability to be mindful - that is aware of, attentive 
towards, and accepting of our present-moment experience; contribute toward such 
behaviour? Are there particular skills that can be taught to self-injuring individuals that 
can help to alleviate this kind of behaviour? In an attempt to find some answers, the 
current thesis will review and analyse the extant research literature, and present results 
and discussion of two distinct but theoretically related empirical studies designed to 
address these questions.  
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The need to understand and reduce these dangerous behaviours is self-evident. 
Those who self-injure are also at significant risk of both suicide attempts and suicide 
completion (Sher & Stanley, 2009). Clearly, effective and adaptive ways to cope with 
the stimuli that trigger physical self-injuring behaviour need to be found.  
The present research has three primary objectives. The first study in the current 
thesis will attempt to confirm various findings in the literature that people who 
frequently deliberately physically self-injure also suffer high levels of stress and 
anxiety; and use maladaptive coping strategies such as avoidance and drug and alcohol 
use to manage this stress and anxiety. Additional data will also be gathered to examine 
whether self-injurers are less aware of, attentive towards and accepting of their present-
moment experience than people who don't self-injure. Motivation for self-injuring 
behaviour will also be examined. The first study will also attempt to extend the existing 
correlational literature by examining whether these constructs also predict self-injuring 
behaviour. Little research to date has examined the relationship between this 
combination of factors, which have been specifically chosen to support some of the key 
tenants of the Experiential Avoidance Model (EAM) of Deliberate Self-Harm.  
The second (related but distinct) study in the current thesis, will examine adaptive 
skills that can be taught to university students (not necessarily self-injurers) who 
struggle with anxiety and have difficulty tolerating emotional distress. The second study 
will also attempt to determine whether an effective mindfulness and acceptance-based 
intervention decreases: use of avoidant coping; levels of anxiety; and disruption to 
work, school, social, and family life due to anxiety, as well as increases: trait 
mindfulness; core mindfulness skills; experiential acceptance; ability to take action 
(even whilst experiencing anxiety); and ability to tolerate emotional distress. If this 
intervention proved to be efficacious, it would also be theoretically helpful for those 
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individuals who undertake non-suicidal self-injury to cope with overwhelming anxiety. 
The mindfulness and acceptance skills learned in the intervention could help prevent 
them from deteriorating into states where they are emotionally overwhelmed; hence 
reducing their need to resort to maladaptive coping behaviours such as deliberate 
physical self-injury. 
In order to achieve these objectives, the current thesis is structured in the following 
way. Chapter Two provides a review of the existing research literature on non-suicidal 
self-injury; stress, fear and anxiety; distress (including emotional distress tolerance); 
and methods of coping with stress, fear and anxiety. Chapter Three provides a review of 
the existing research literature on mindfulness and Acceptance and Commitment 
Therapy, and their potential application to non-suicidal self-injuring behaviour. Chapter 
Four outlines the specific rationale and hypotheses of the current work. Chapter Five 
presents the method, results, and discussion of Study one; a cross sectional correlational 
study examining the relationships between non-suicidal self-injury, trait anxiety, 
mindfulness skills, selected coping strategies, and substance use, and the prediction of 
non-suicidal self-injury by these constructs. Chapter Six presents the method, results, 
and discussion of Study two; a related but distinct quasi-experimental clinical trial 
examining the efficacy of a cost-effective self-help style mindfulness and acceptance-
based intervention for those suffering with anxiety (as opposed to those specifically 
performing self-injury). Maintenance of treatment effect over time and clinically 
significant change are also examined. Finally, Chapter Seven provides an overall 
discussion of both studies, including clinical implications and potential future research 
directions. Discussion regarding the potential appeal of the Study two intervention to 
those who undertake non-suicidal self-injury is also provided.  
 
  23 
CHAPTER TWO 
Non-Suicidal Self-Injury and Stress, Fear, Anxiety, Distress and Coping  
 
Non-Suicidal Self-Injury (NSSI)  
In the current empirical literature, "self-harm" is an expression that has been 
applied to a broad range of both overt and covert behaviours; behaviours which damage 
both internal and external parts of the body (Skegg, 2005; Turp, 2002). Self-harming 
behaviours range widely in severity, from mild to extreme, and have been posited to 
include for example: chronic overwork; self-neglect (Turp, 2002); excessive exercise; 
hair pulling; self-hitting (Skegg, 2005); abuse of laxatives (Sansone, Levitt & Sansone, 
2003); disordered eating; self-starvation (Skegg, 2005); self-mutilative behaviour such 
as self-cutting, carving, biting, burning and scratching (Gratz, Dukes-Conrad & 
Roemer, 2002); banging of the head (Brown, Comtois, & Linehan, 2002); body part 
amputation (Claes, Vandereycken, & Vertommen, 2005); jumping from high places 
(Skegg, 2005); self-poisoning and drug overdose (Hawton et al., 2002); through to 
attempted suicide (Skegg, 2005).  
Self-harming behaviour is also described within the empirical literature under a 
collection of labels or terms, including for example: deliberate self-harm; self-
mutilation; self-injury; self-poisoning (Gratz, 2003; Nock & Prinstein, 2004; Skegg, 
2005); parasuicide; and self-wounding (Klonsky, Oltmanns & Turkheimer, 2003). 
Along with this array of behaviours and labels or terms, comes a similar assortment of 
definitions. These explanations of self-harming behaviour vary in the literature along 
several dimensions. Firstly, whether an act is driven by, or associated with, the intention 
to die or not (Laye-Gindhu & Schonert-Reichl, 2005). Secondly, whether body tissue is 
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physically altered or not (Gratz et al., 2002) and thirdly, whether the act is culturally 
acceptable or not (e.g. tattooing) (Claes et al., 2005).  
Additionally, the literature contains studies conducted with numerous diverse 
populations. These include clinical populations such as: psychiatric inpatients (Nock & 
Prinstein, 2004); eating disordered patients (Claes et al., 2005); and borderline 
personality disorder patients (Brown et al., 2002); and non-clinical populations such as: 
college undergraduates (Gratz et al., 2002); high school adolescents (Hawton et al., 
2002); military recruits (Klonsky et al., 2003); patients over 60 years of age who 
present to a general hospital (Hawton & Harriss, 2006); the homeless (Haw, Hawton & 
Casey, 2006); prison inmates (Haines, Williams, Brain & Wilson, 1995); and Goth 
youth subcultures (Young, Sweeting & West, 2006); just to mention a few. The fact that 
this array of terms and definitions are often used interchangeably (Laye-Gindhu & 
Schonert-Reichl, 2005), and studies using quite diverse populations are reported across 
the literature, makes comparative research, and hence the ability to draw and generalise 
strong conclusions regarding self-harming behaviour, difficult (Prinstein, 2008).  
Non-suicidal self-injury (NSSI) on the other hand (a recent term in the literature) 
(Klonsky, 2007a), is a more specific construct, subsuming and primarily describing the 
act of moderate-superficial self-mutilation. Favazza (1996; 2011) suggests self-injurious 
behaviour can be clinically usefully classified into four main categories: major; 
stereotypic; compulsive; and impulsive. Major self-mutilation is primarily associated 
with psychopathology such as acute psychosis or schizophrenia; and includes rare 
instances of eye enucleation, castration, and limb amputation. Stereotypic self-
mutilation is primarily associated with intellectual disability such as autism or moderate 
to severe mental retardation; and includes repetitive head banging and eyeball pressing. 
Compulsive NSSI involves hair pulling, skin scratching and nail biting. Impulsive NSSI 
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is the most common form, and is associated with psychopathology such as anxiety, 
tension, depression, anger, drug and alcohol abuse, and eating and personality disorders, 
especially borderline personality disorder. Behaviours include episodic or repetitive 
skin cutting, carving or burning (Favazza, 1996; 2011).  
 
Operational Definition of NSSI. 
The specific focus of this paper is on episodic or repetitive moderate-superficial 
non-suicidal self-injurious behaviour (predominantly self-mutilation) in community 
adolescents and young adults. For this reason, non-suicidal self-injury will be defined as 
"the deliberate, direct destruction or alteration of body tissue without conscious suicidal 
intent, but resulting in injury severe enough for tissue damage to occur" (Gratz, Dukes-
Conrad & Roemer 2002, p.128).  
 
Prevalence of NSSI. 
An accurate estimate of the prevalence of self-harming behaviour is difficult to 
determine, based on the variety of terms, definitions, populations, measurement 
instruments, and research methodologies employed in the extant literature. Skegg 
(2005) suggests prevalence rates of between five percent and nine percent occur in the 
United States, United Kingdom and Australia. Figures from individual studies with 
specific populations vary substantially however, especially if a potential volunteer bias 
is involved within a study. With regard to non-suicidal self-injury specifically, NSSI 
troubles millions of people worldwide (Sher & Stanley, 2009). Nixon, Cloutier and 
Jansson (2008) found via a confidential population-based survey that 16.9% of a sample 
of 568 Canadian Youth (aged 14 - 21 years, 77% female) had self-injured at some point 
in their lives. Mean age of onset of NSSI was 15.2 years. Heath, Toste, Nedecheva and 
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Charlebois (2008) found that 11.68% of their 728 participant Canadian college sample 
(mean age 20.64, 82% female) admitted self-injuring at some point. Mean age of onset 
of NSSI was 16.09 years. In the United States, 38% of a sample of 133 undergraduate 
students were found to have self-injured at some point in their lives (Gratz et al., 2002); 
and in Scotland, 47% of a small sample (N = 25) of a Goth youth subculture had self-
mutilated at some stage of their adolescence (Young et al., 2006).  
 
Gender Differences with NSSI.  
In the literature, a "typical" self-mutilator has been portrayed as a single, intelligent, 
upper-middle class, wrist or arm cutting, female adolescent or young adult; and the age 
of onset for self-mutilation is typically early adolescence (Messer & Fremouw 2008). 
Early research suggested that self-injury may have been much higher in females than 
males (Klonsky, Muehlenkamp, Lewis & Walsh, 2011) however some recent studies 
have found no significant gender difference in rates of self-injury in college samples 
(Gratz et al., 2002; Heath et al., 2008). Gender differences that do exist may be in 
relation to the frequency of type of self-injury. For example, evidence exists showing 
young female adults use more cutting, and young male adults use more punching of 
objects to self-injure (Klonsky et al., 2011).  
Self-cutting is one of the most predominantly studied methods of NSSI in the 
literature, and is often amongst the most reported type or highest reported frequency of 
type of NSSI in studies examining different methods – particularly in females (see 
Fliege et al., 2006; Gratz, 2001; Gratz et al., 2002; Gratz, 2006; Ross & Heath, 2002). 
This being the case, a sub-sample of female self-cutting non-suicidal self-injurers will 
be examined in the current study, alongside overall demographics, descriptors, types, 
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predictors, and motivators of NSSI in a larger sample of female undergraduate 
university students.  
  
Biopsychosocial Risk Factors for NSSI 
Numerous risk factors have been found in the literature to be associated with self-
injurious (including self-mutilative) behaviour; many explaining only a small amount of 
the variance in their studies. For example, biological risk factors for self-injurious 
behaviour that have been found include: negative affect intensity or reactivity (in 
women) (Gratz, 2006), and serotonergic dysfunction (Crowell et al., 2008; Gratz & 
Chapman, 2009; Herpertz, Sass & Favazza, 1997). Biological risk factors appear to 
have only received minimal attention in the literature. Personality risk factors found to 
be associated with NSSI include: impulsivity (Claes et al., 2005; Herpertz et al., 1997); 
perfectionistic temperament (Favazza, 1996); neuroticism, conscientiousness (positive 
correlations), extraversion, and openness (negative correlations) (Claes et al., 2005). 
Borderline Personality Disorder (BPD) diagnosis and symptomatology have a strong 
relationship to self-mutilative behaviour (Andover, Pepper, Ryabchenko, Orrico, & 
Gibb, 2005; Brodsky, Cloitre, & Dulit, 1995; Herpertz et al., 1997; Klonsky et al., 
2003). Self-mutilating behaviour is in fact a diagnostic criteria for BPD in the DSM-IV-
TR (APA, 2000). In addition, psychological risk factors appearing in the literature 
include: the use of avoidant coping strategies (Andover, Pepper & Gibbs, 2007; 
Hasking, Momeni, Swannell, & Chia, 2008; Kirchner, Forns, & Mohino, 2008); low 
self-esteem (Laye-Gindhu & Schonert-Reichl, 2005); self-derogation (i.e. self-
deprecation, self-abhorrence); self-criticism; and self-punishment (Klonsky et al., 
2011). Dissociation has also been consistently found to be related to self-mutilative 
behaviour (Brodsky et al., 1995; Gratz et al., 2002; Sroufe, 2005). Additionally, whilst 
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results are equivocal (Klonsky et al., 2003), eating disorders have also been found to be 
relate to NSSI (Favazza, 2011).  
Reported social risk factors for self-injurious behaviour include: social isolation, 
social withdrawal or loneliness (Favazza, 1996; Yates, 2004); socio-economic 
disadvantage (Ayton, Rasool, & Cottrell, 2003); homelessness (Tyler, Whitbeck, Hoyt 
& Johnson, 2003); and social reinforcement e.g. gaining attention (Nock & Prinstein, 
2004; 2005). Stronger associations have been reasonably consistently found between 
NSSI and child maltreatment, including: physical, sexual, emotional and psychological 
abuse (Briere & Gil, 1998; Gratz et al., 2002; Gratz & Chapman, 2007; Wiederman, 
Sansone & Sansone, 1999), and emotional neglect (Gratz et al., 2002), as well as 
insecure parental attachment (Gratz et al., 2002; Sroufe, 2005). Emotional risk factors 
include: depression and anxiety (Ross & Heath, 2002); emotional dysregulation (e.g. 
anger) (Gratz & Chapman, 2007; Klonsky et al., 2011; Laye-Gindhu & Schonert-
Reichl, 2005); and emotional inexpressivity (Gratz, 2006). When considering these 
selected examples, the likelihood is that many of these risk factors contribute to some 
degree to individually different cases of self-injurious behaviour.  
In support of an important contribution of negative affect toward NSSI, research 
has also been undertaken exploring specific affective precipitants of NSSI. For 
example, Chapman and Dixon-Gordon (2007) have found that anxiety and tension 
(amongst other factors) were important emotional antecedents to NSSI in a study 
involving 63 female inmates (Mage = 30.30). Interestingly, cutting was the most 
common form of NSSI reported, and relief was the most reported emotion immediately 
after performing NSSI. Relief was reported by 25.80% of inmates after NSSI.  
Negative affect such as anxiety appears to be a frequent precipitant of NSSI. As 
negative affect including stress, fear, anxiety, and methods of coping with them by both 
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self-injurers (Study one) and non-self-injurers (Study two) are of primary interest in the 
current thesis; these specific constructs will be discussed (along with their relationship 
to NSSI) in more detail below. The proposed functions and contemporary models of 
NSSI will also be discussed in detail.  
   
Stress, Fear, Anxiety and NSSI. 
Stress.  
A full review of the substantial extant literature on stress is well beyond the scope 
of the current thesis. However as anxiety, mindfulness and coping are all major 
constructs in the current thesis (especially in Study two), stress will be reviewed with 
regard to its specific relationship with these constructs.  
"Stress" is "the non-specific response of the organism to any pressure or demand" 
(Kabat-Zinn, 1990, p.236). It is a normal part of life that cannot be avoided (Kabat-
Zinn, 1990). Selye (1980) describes stress as either "eustress" (good or constructive 
stress) or "distress" (bad or destructive stress). Short-term (eu)stress can be adaptive and 
help to improve performance, however chronic (dis)stress is a major health risk in 
modern society, causing cardiovascular disease and suppression of the immune system 
(Fries, 2009). General life stressors such as relationship difficulties or interpersonal 
conflict, job insecurity or overwork, social rejection or loneliness, financial burdens, or 
legal problems, can build into overwhelming tension and anxiety.  
Theories of stress generally fall into two categories: "systemic stress" which 
focuses on the physiological and psychobiological aspects, for example Selye's theory 
of the General Adaptation Syndrome (GAS); and "psychological stress" which focuses 
on the cognitive aspects, for example Lazarus's stress theory (Barlow & Durand, 2005; 
Krohne, 2002). Lazarus defines psychological stress as "a particular relationship 
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between the person and the environment that is appraised by the person as taxing or 
exceeding his or her resources and endangering his or her well-being" (Kabat-Zinn, 
1990, p.239). GAS theory suggests that the body responds to stressors by moving 
through three stages: alarm, resistance and exhaustion. Psychological stress theory 
suggests that appraisal of the significance of the stimulus (including our sense of 
control), and cognitive and behavioural efforts and resources to cope with the demands 
(including our ability to cope), play a key part in the individual differences in response 
to stressors (Barlow & Durand, 2005; Krohne, 2002).  
Stress can be reduced by changing either the stressor itself (an external process) or 
our perception of the stressor (an internal process) (Fries, 2009). A core component of 
this paper involves methods to reduce or cope with stress, for example mindfulness, 
which will be discussed in more detail below.  
Stress can be thought of as a biopsychosocial stimulus-response process (Kabat-
Zinn, 1990). "Stressors", i.e. internal or external occurrences or events, (e.g. thoughts, 
feelings, bodily sensations, work pressures, poverty, change, cancer, a car accident etc.), 
can be seen as stimuli. Mental, emotional, and physical stress, (e.g. thoughts, feelings, 
activation of our autonomic nervous system), can be seen as a response to these stimuli 
(stressors) (Kabat-Zinn, 1990).  
Kabat-Zinn (1990, p249-256) outlines a "stress reaction cycle" that can lead to 
chronic anxiety. It suggests that acute and chronic, predictable and unpredictable, 
external stressors continually impose on us. Our mind perceives and appraises these 
stressors. This leads to the generation of "internal stress events" from both the mind and 
body. If the stressor is perceived as threatening, an automatic alarm reaction ensues, 
evoking a fight or flight reaction that brings both physical and psychological hyper-
arousal characterised by: substantial muscle tension; increased heart rate; release of 
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hormones such as adrenaline; strong emotions such as anxiety; and heightened sense 
perceptions. As a result, coping strategies are employed. Suppressing or internalizing 
arousal in an attempt to inhibit it, is a maladaptive coping strategy as the arousal is not 
resolved or released; stress hormones and agitated thoughts and feelings are simply 
carried around inside, which produces further tension. If this pattern of reacting to 
stressors continues, over the longer term we are likely to become chronically hyper-
aroused. Mounting evidence indicates that chronic arousal of the sympathetic nervous 
system can lead to numerous physical health problems and psychological problems such 
as chronic anxiety. These problems subsequently become stressors themselves that feed 
back into the start of the process and perpetuate a vicious cycle. If this cycle continues, 
we become at risk of physical and psychological exhaustion and breakdown. Coping 
strategies that avoid perceiving or actually dealing with problematic stressors can be 
unhealthy (Kabat-Zinn, 1990) and are discussed in detail below. So too are healthy and 
adaptive ways of proactively responding (rather than automatically reacting) to 
stressors.  
 
The Relationship Between Stress and NSSI.  
Stress, fear and anxiety may also play an important part in NSSI behaviour. Stress 
has a relationship to NSSI. In fact, a number of the risk factors for self-injurious 
behaviour outlined above can act as life stressors. Whilst the array of reasons people 
give for self-injuring will be discussed more fully in later sections, one of the primary 
functions of self-injurious behaviour is theorised to be the relief or escape from tension 
and overwhelming negative affect and arousal (Chapman et al., 2006). Both 
overwhelming feelings and physiological arousal (distress) can be brought on by 
numerous environmental stressors, as can be seen with those experiencing Post-
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traumatic Stress Disorder (PTSD) (Barlow and Durand, 2005).  Post-traumatic Stress 
Disorder (a form of anxiety disorder) has also been associated with self-mutilative 
behaviour (Briere & Gil, 1998; Cloitre, Koenen, Cohen, & Han, 2002; Zlotnick, Mattia, 
& Zimmerman, 1999) and notably, experiential avoidance (the tendency to avoid 
unwanted thoughts, feelings and bodily sensations) (Morina, Stangier & Risch, 2008). 
The reduction of stress, anxiety, and depression, was also the most frequent reason cited 
for self-harming by 424 self-harming adolescents (mostly self-mutilators) in a study by 
Laye-Gindhu & Schonert-Reichl (2005).  
 
Fear and Anxiety.  
"Fear" is "an intensely felt alarm response" which assists us to take protective 
action when our safety or health is threatened (Forsyth & Eifert, 2007, p29). Fear is a 
present-oriented emotion that often produces immediate pronounced and dramatic body 
changes, via a surge in the sympathetic branch of the autonomic nervous system 
(Barlow & Durand, 2005). These changes include rapid heartbeat, breathlessness, 
nausea, dizziness, and perspiration, and may only last for a relatively short period of 
time, as our bodies cannot maintain these panic symptoms or extreme anxiety for long 
(Forsyth & Eifert, 2007). 
"Anxiety", on the other hand, is "a negative mood state characterised by bodily 
symptoms of physical tension and apprehension about the future" (Barlow & Durand, 
2005, p.121). It is a future-oriented emotion in that it incorporates a sense of foreboding 
and worry, which can ebb and flow over days, weeks, months or years (Forsyth & 
Eifert, 2007). "State anxiety" is defined as "an unpleasant emotional state or condition... 
characterised by subjective feelings of tension, apprehension, nervousness, and worry, 
and by activation or arousal of the autonomic nervous system" (Spielberger, Gorsuch, 
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Lushene, Vagg & Jacobs, 1983, p.1). "Trait anxiety" is defined as "relatively stable 
individual differences in anxiety-proneness as a personality trait" - that is: "difference 
between people in the tendency to perceive stressful situations as dangerous or 
threatening and to respond to such situations with elevations in the intensity of their 
state anxiety" (Spielberger et al., 1983, p.1).  
Whilst fear and anxiety are unpleasant emotions, "normal" fear and anxiety are a 
healthy, protective and adaptive response to real danger and threat, and are essential for 
our survival. Fear both mobilizes and motivates us to either fight or take flight (flee) 
(Forsyth & Eifert, 2007). Reflexive or automatic responses such as escape or avoidance 
(fight or flight), tend to be pre-programmed or hardwired into us. They are "primal" 
(Clark & Beck, 2010; Forsyth & Eifert, 2007). However, anxiety and fear become 
problematic, abnormal, or disordered when they bring about clinically significant 
distress, or significantly interfere with or constrict our lives (APA, 2000; Forsyth & 
Eifert, 2007).  
The DSM-IV-TR (APA, 2000) outlines a number of problematic types of anxiety 
and fear. These include: Generalized Anxiety Disorder (GAD); Panic Attack and Panic 
Disorder (PD); Acute Stress Disorder (ASD); Post-traumatic Stress Disorder (PTSD); 
Obsessive-Compulsive Disorder (OCD); Social Phobia or Social Anxiety Disorder 
(SAD); Specific Phobia; and Agoraphobia. McEvoy, Grove and Slade (2011) undertook 
an epidemiological study using survey data from a nationally representative sample of 
8841 Australian adult community participants in 2007. They found that using DSM-IV 
criteria, the 12 month prevalence of anxiety disorders was 11.8%; and the lifetime 
prevalence was 20.0%. They also found that female gender; being single; middle age; 
unemployment; lack of post-graduate qualification; comorbid physical conditions; and a 
family history of mental illness; significantly correlated with anxiety disorder. Nineteen 
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years was the median age of onset for any anxiety disorder. In addition, they also found 
that depression and alcohol dependence were highly comorbid with anxiety disorders. 
Specific phobia was not included in the study. It is important to note however that in 
this study, the 90 minute World Mental Health Survey Initiative version of the 
Composite International Diagnostic Interview, was administered by trained Australian 
Bureau of Statistics (ABS) interviewers, rather than mental health specialists. 
Diagnostic criteria were also susceptible to memory and reporting biases as they were 
assessed both retrospectively, and via self-report.  
Generalized Anxiety Disorder (GAD) is characterised by unwarranted anxiety and 
worry over a range of issues, on most days for at least six months (APA, 2000). This 
worry is difficult to control and is associated with: restlessness; feeling keyed up or on 
edge; becoming easily fatigued; concentration difficulties; irritability; muscle tension; 
and disturbed, restless or unsatisfying sleep (APA, 2000, p.476). In a nationally 
representative Australian sample in 2007, the 12 month prevalence of GAD was found 
to be 1.9%, and the lifetime prevalence was found to be 6.1% (McEvoy et al., 2011). 
Whilst a lot of GAD sufferers report feeling anxious and nervous all their lives, it is not 
uncommon for the onset of GAD to occur in adulthood. Whilst the course of GAD 
fluctuates, it is chronic and often worse during periods of stress (APA, 2000, p.474). 
Twin studies indicate that genetics play a part in the development of GAD (APA, 2000, 
p.474). Approximately 55% to 60% of those diagnosed with GAD in clinical settings 
are women however epidemiological studies suggest women make up 66% of the male 
to female sex ratio (APA, 2000, p474).  
In comparison to GAD, a Panic Attack is characterised by suddenly developing and 
peaking periods of intense fear (APA, 2000). Symptoms include: heart palpitations, 
pounding or accelerated heart rate; sweating, trembling or shaking; shortness of breath 
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or feelings of choking; chest pain; nausea; dizziness; derealization or depersonalization; 
fear of losing control, going crazy or dying; and/or numbness, chills or hot flushes 
(APA, 2000, p.432). Large research studies suggest between 10-33% of the population 
experience at least one panic attack over the course of a year, which indicates that panic 
attacks are quite common (Forsyth & Eifert, 2007).  
A triple vulnerability biopsychosocial diathesis-stress model seems to best explain 
the development of anxiety disorders (Barlow & Durand, 2005). Possessing a 
biological, and both general and specific psychological vulnerability (diathesis), puts an 
individual at much greater risk of developing an anxiety disorder, after they experience 
a stressful situation. Biologically, evidence suggests that we inherit a tendency to be 
worried, anxious and nervous. Contributions from multiple genes appear to make us 
vulnerable to anxiety. Low levels of the neurotransmitter GABA are also associated 
with higher anxiety. Psychologically, our general early learning experiences also appear 
to make us vulnerable to anxiety. These could include developing a general sense 
(perception or belief) that the world is dangerous, environmental events are not within 
our control, and we will not be able to cope if something goes wrong. Specific internal 
cues (bodily symptoms such as increased heart rate) and external cues (places and 
situations) can also become classically conditioned to a strong fear response during 
periods of extreme stress. This can lead to the development of panic symptoms in 
situations where no real danger exists. These cues or triggers can often be out of 
conscious awareness. Socially, stressful life events such as marriage, divorce, work, or 
death, may then trigger our biological and psychological vulnerabilities (diathesis) to 
experience anxiety (Barlow & Durand, 2005).  
An examination of DSM-IV-TR anxiety disorders also highlights the primary role 
of cognitive and behavioural avoidance in these disorders. For example, phobia 
  36 
involves the avoidance of a feared object or situation. PTSD involves the avoidance of 
memories, thoughts, feelings, conversations, activities, places, people and emotions 
associated with a trauma. Obsessive-Compulsive Disorder (OCD) involves the 
avoidance of aversive thoughts, impulses or images by performing compulsive 
behaviours. Panic Disorder with Agoraphobia involves the avoidance of the emotions or 
internal physical sensations that come from feeling unsafe. Generalised Anxiety 
Disorder (GAD) involves the avoidance of processing the images and negative affect 
associated with a threat (Barlow & Durand, 2005; Eifert & Forsyth, 2005). Forsyth and 
Eifert (2007) state that the most important and striking commonality between all 
anxiety disorders is that those suffering with them avoid and/or struggle with their 
anxiety and fear. It therefore seems logical that such experiential avoidance also plays a 
major role in the development and/or maintenance of anxiety. 
 
Life Disruption, Functional Impairment, or Functional Disability. 
Anxiety disorders, and even sub-threshold forms of anxiety disorders, can markedly 
and significantly impair the quality of life and psychosocial functioning of those 
suffering them (Koury & Rapaport, 2007; Mendlowicz & Stein, 2000). Epidemiological 
and clinical studies almost uniformly portray an association between anxiety disorders 
and reduced quality of life (Mendlowicz & Stein, 2000). Those with anxiety disorders 
also utilize healthcare at significantly higher rates than those with other psychiatric 
disorders (Markarian et al., 2010).  
Buist-Bouwman et al. (2006) have undertaken an important study highlighting the 
relationship between anxiety disorders and a pervasive impairment of day to day 
functioning. Their cross-sectional study was comprehensive in examining data from an 
epidemiological study of over 21,000 adult community residing participants from six 
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European countries (Belgium, France, Germany, Italy, the Netherlands and Spain), 
across multiple mental disorders and multiple domains of functional disability.  
Buist-Bouwman, et al.(2006, p.493) define "disability" as "limitations in 
performing socially defined roles and tasks expected within a social-cultural and 
physical environment such as family, work, recreation, and self-care". In measuring 
functional disability they used the World Health Organization Disability Assessment 
Scale second edition (WHO-DAS-II) to assess six domains. These were: life activities 
(which measures inability to perform daily activities such as work); understanding and 
communication (which measures difficulty concentrating, understanding, remembering 
and learning); getting around (which measures difficulty standing, moving around and 
getting out of the house); self-care (which measures difficulty washing, dressing, 
feeding etc.); getting along with people (which measures difficulties with social 
activities such as having a conversation, dealing with strangers, and forming or 
maintaining friendships); and participation in society (which measures difficulties in 
participating in community activities). In measuring mental disorders they used a 
modified version of the DSM-IV-based Composite International Diagnostic Interview 
(CIDI).  
Results from this study indicated that all anxiety disorders measured, including: 
panic disorders; GAD; agoraphobia; social phobia; and specific phobia; were each 
associated with significant functional disability across all of the six domains. Not 
surprisingly, agoraphobia was the most disabling. Social phobia was the least disabling. 
These overall results showed a similar pattern across the six different countries studied. 
In addition, anxiety disorders also made the highest unique contribution to functional 
disability in the population, over and above mood disorders (depression and 
dysthymia); arthritis; heart disease; and alcohol disorder. Whilst this study is limited by 
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its cross-sectional design and use of self-report measures which could be subject to 
recall bias, its large sample size and assessment of multiple domains of functioning are 
strengths (Buist-Bouwman, et al., 2006).  
 
The Relationship between Anxiety and NSSI.  
Anxiety has also been found to be associated with self-mutilation (Laye-Gindhu & 
Schonert-Reichl, 2005; Ross & Heath, 2002). Klonsky et al. (2003) found that anxiety 
was an important factor related to self-harming behaviour in young military graduates 
(mean age 20 years, 62% male); more so than depression. Anxiety continued to have a 
considerable unique relationship with deliberate self-harming behaviour even when 
depression was controlled for.  
Ross and Heath (2002) undertook a study of self-mutilation in community high 
school students. Participants were placed into a self-mutilating group or a randomly 
selected, gender, grade, and ethnicity matched non-self-mutilating group. Group 
allocation depended upon the student’s response to a screening question enquiring as to 
“whether they had ever hurt themselves on purpose” (p.71). This question was included 
in a questionnaire enquiring as to how adolescents cope with stress. Methods and 
frequency of self-mutilation were subsequently established via a semi-structured 
interview. The self-mutilating group consisted of those who described any incident of 
self-mutilation such as cutting, burning and scratching, rather than for example driving 
recklessly or taking drugs.  
Ross and Heath (2002) found a significantly higher level of depressive 
symptomatology (using the BDI) and anxiety (using the BAI) in the self-mutilating 
group of high school students, when compared to the non-self-mutilating group. 
Important to note however here is the use of a semi-structured interview to explore both 
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methods and frequency of self-mutilative behaviour. Whilst this can be a thorough 
method of gathering information, either a social desirability bias (e.g. under-reporting) 
or an attention seeking bias (e.g. over-reporting) may occur, as participants are not 
anonymous.  
Andover et al. (2005) also found significantly higher levels of both anxiety and 
depression symptoms in a sample of 47 undergraduate students with a history of self-
mutilation, when compared to a control group of 41 students who had never self-
mutilated. That said however, they also found that these group differences became non-
significant when BPD symptoms (as opposed to diagnosis) were controlled for. That is, 
it is possible that both anxiety and depression may not be significantly higher in self-
mutilators, unless self-mutilators also experience BPD symptomatology. One limitation 
of this study however, was the fact that it did not analyse frequency of self-mutilation; 
only it's presence versus absence. Anxiety and depression may very well have an 
independent relationship to frequency of self-mutilation. Another limitation is that only 
general symptoms of anxiety were measured, where-as studies such as Haines et al. 
(1995) (see below) measured specific anxiety symptoms (i.e. physiological arousal).  
It is also important to consider that as stress, anxiety, BPD symptomatology and 
potentially depression are associated with self-mutilating behaviour; a treatment which 
addresses all these factors may be most effective in reducing self-mutilative behaviour. 
Some of the more recently developed mindfulness-based intervention programs show 
promise in this area, and will be discussed in more detail in the following chapter.  
 
Coping with Stress, Fear and Anxiety.  
The concept of coping is important in regard to the management of stress and its 
resultant pathology. The effects of stress may be either reduced with the use of effective 
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coping strategies, or exacerbated with the use of ineffective coping strategies (Herman-
Stahl, Stemmler & Petersen, 1995). Most coping researchers suggest coping consists of 
continuing efforts (both behavioural and cognitive) to manage internal and/or external 
stressors which are evaluated as draining or exceeding a person’s resources (Lazarus 
and Folkman, 1984, p.141). Managing stress includes the acceptance, tolerance, 
avoidance, or minimisation of stressors (Frydenberg & Lewis, 2002).  
Barlow and Durand (2005) outline that our perceived ability to cope with 
environmental stressors plays a major role in protecting us against the adverse effects of 
chronic physiological stress. These authors also state that stress, anxiety and depression 
are closely related. They also theorize that these feelings develop along a continuum; as 
a function of a lessening sense of control or ability to cope. In considering how people 
cope, individual differences come into play. For example, if we believe we are in 
control and we can cope with a particular stressor (high self-efficacy), we may be 
inclined to approach and actively deal with it, or even be excited by and enjoy it if we 
perceive it as a challenge. On the other hand, if we believe things are out of control, and 
we cannot cope with a particular stressor (low self-efficacy) we may be inclined to try 
to avoid it.  
 
Types of Coping with Stress.  
There is a broad literature examining coping, with numerous theories currently 
existing. Two, three, four, and five dimensional models all exist (Duhachek & Oakley, 
2007) and over 400 ways of coping (different labels) have been identified from 
numerous coping measures, across 30 years of coping literature (Skinner, Edge, Altman 
& Sherwood, 2003, p.223). Similar to the non-suicidal self-injury literature, the coping 
literature has been plagued by theoretical, methodological, and measurement 
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inconsistencies, and there is no universally agreed upon model (Duhachek & Oakley, 
2007; Herman-Stahl et al., 1995).  
Early ideas about coping came from Freud and his theory of defence mechanisms. 
The most prominent and pervasive theory of coping found in the literature currently, is 
the problem-focused and emotion-focused coping theory as proposed by Lazarus and 
Folkman (Duhachek & Oakley, 2007), which posits that coping is composed of two 
basic dimensions. Problem-focused coping involves attempting to manage or alter a 
problem that is causing distress (Lazarus and Folkman, 1984). Examples of problem-
focused coping strategies include: problem-solving; information seeking; self-reliance; 
and negotiation (Duhachek & Oakley, 2007). Emotion-focused coping involves 
attempting to regulate an emotional response to a problem (Lazarus and Folkman, 1984, 
p.150). Examples of emotion-focused coping strategies include: seeking social support; 
delegation; opposition; submission; escape; helplessness; accommodation; and isolation 
(Duhachek & Oakley, 2007).  
Another two dimensional model of coping that has received attention in the last few 
years, is the approach-avoidance coping theory, as proposed by theorists such as Roth 
and Cohen (1986). This model is analogous to the fight / behavioural activation system, 
or flight / behavioural inhibition system response, and approach and avoidance 
tendencies have been theorised to represent core personality dimensions. That is, this 
model involves emotion, motivation, and personality dimensions (Duhachek & Oakley, 
2007).  
"Approach coping" is defined as: "attempts to act on or modify stressors through 
cognitive or overt behaviour means" (Herman-Stahl et al., 1995, p.651); and "strategies 
that impel the individual toward environmental conditions in attempts to directly 
address the stressor" (Duhachek & Oakley, 2007, p.223). Examples of approach coping 
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strategies have been described as: active coping, suppression of competing activities, 
positive reinterpretation and growth (Carver, Scheier & Weintraub, 1989) and planning 
(Litman & Lunsford, 2009).  
"Active coping" is defined as "the process of taking active steps to try to remove or 
circumvent the stressor or to ameliorate its effects" (Carver et al., 1989, p.268). This 
includes “initiating direct action, increasing one's efforts, and trying to execute a coping 
attempt in stepwise fashion" (Carver et al., 1989, p.268). "Suppression of Competing 
Activities" is defined as "putting other projects aside, trying to avoid becoming 
distracted by other events, even letting other things slide, if necessary, in order to deal 
with the stressor" (Carver et al., 1989, p.269), and "focusing solely on the problem" 
(Litman & Lunsford, 2009, p.984). "Positive Reinterpretation and Growth" is defined as 
"construing a stressful transaction in positive terms" (Carver et al., 1989, p.269) and 
"reframing stressors in positive terms" (Litman & Lunsford, 2009, p.984). "Planning" is 
defined as "thinking about how to cope with a stressor" and "involves coming up with 
action strategies, thinking about what steps to take and how to best handle the problem" 
(Carver et al., 1989, p.268).  
"Avoidant coping" on the other hand, is defined as: "attempts to escape from or 
avoid stressors or to deny their existence" (Herman-Stahl et al., 1995, p.651); and 
"attempts that drive the individual away from the source of stress" (Duhachek & 
Oakley, 2007, p.223). Examples of avoidant coping strategies include: behavioural 
disengagement, mental disengagement, denial, and disengagement via alcohol or drug 
use (Carver et al., 1989).  
"Behavioral Disengagement" is defined as: "reducing one's effort to deal with the 
stressor, even giving up the attempt to attain goals with which the stressor is 
interfering" (Carver et al., 1989, p.269). "Mental Disengagement" is defined as: "a wide 
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variety of activities that serve to distract the person from thinking about the behavioural 
dimensions or goal with which the stressor is interfering" (Carver et al., 1989, p.269). 
Strategies that indicate mental disengagement include; "using alternative activities to 
take one's mind off a problem (a tendency opposite to the suppression of competing 
activities), daydreaming, escaping through sleep, or escape by immersion in T.V." 
(Carver et al., 1989, p.269). "Denial" is defined as: "reports of refusal to believe that the 
stressor exists or of trying to act as though the stressor is not real" (Carver et al., 1989, 
p.270). "Alcohol-Drug Disengagement" is defined as: using alcohol and/or other drugs 
in order to think less about a stressor. These definitions are based on items from the 
COPE Inventory (Carver et al., 1989). Litman & Lunsford (2009) and Carver et al. 
(1989) suggest that both behavioural and mental disengagement are less useful forms of 
coping.  
Duhachek and Oakley (2007) undertook three methodologically advanced studies to 
evaluate which of the current coping theories best conceptualises the structure of 
coping. These three studies included two tests of association, involving 532 
undergraduate students, across both situationally specific and dispositional approaches 
to coping, and an experiment involving 65 undergraduates, to test which of the models 
would most accurately predict emotion driven coping responses. Their results provided 
strong support for the notion that the two dimensional approach-avoidance model is a 
more accurate conceptualisation of the structure of coping, than the prominent problem-
focused and emotion-focused coping theory.  
 
Avoidant Coping, Stress, and Anxiety.  
Avoidant coping may work effectively, or may be perceived to work effectively, in 
reducing stress or anxiety in the short term (especially if the situation is uncontrollable) 
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(Roth & Cohen, 1986), or if it allows the gathering of resources (Herman-Stahl et al., 
1995). The problem that arises from the continual use of avoidant coping strategies in 
the longer term however is that the person is prevented from directly confronting and 
attempting to solve the problem (Herman-Stahl et al., 1995). In such circumstances the 
chronic stressor may not abate, and may actually exacerbate over time (as per the stress 
reaction cycle outlined above). Avoidant coping (e.g. withdrawal, distraction, ignoring 
or trying to think about something else) is a major adolescent coping style in response 
to stress, that has a well-documented and generally supported strong relationship with 
both anxiety and depression (Gomez & McLaren, 2006; Vulic-Prtoric & Macuka, 
2006).  
Crockett et al. (2007) in a sample of 148 Mexican American college students, found 
that greater use of avoidant coping (comprising behavioural and mental disengagement, 
self-distracting, denial and substance use), significantly and moderately predicted 
higher levels of anxiety in female students, and depression in both male and female 
students. Higher use of active (approach) coping (which comprised problem solving, 
planning and positive reframing) was significantly and moderately associated with 
lower levels of depression. Additionally in this study, for students with low levels of 
parental support, higher levels of acculturative stress predicted higher levels of both 
anxiety and depressive symptoms. Acculturative stress may also be an important issue 
for students moving to, or studying in, Australia. Limitations of this study include self-
reports, abbreviated scales, a relatively small sample size, and the fact that these results 
were found in a very specific population.  
A relationship has also been found between the use of avoidant coping strategies 
and anxiety in girls and boys, in a community sample of Croatian children and 
adolescents aged 10-16, mean age 13.07 years (Vulic-Prtoric & Macuka, 2006). One 
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limitation of this study was that only reports from children were used. When 
interpreting results from studies of children, we need to consider that ideally, multiple 
sources of information should be obtained to facilitate a valid assessment; however this 
is often not practically possible in research.  
Relationships have also been found between the use of avoidant coping strategies 
and PTSD. Johnson, Sheahan, and Chard (2003) found that the use of avoidant coping 
strategies was significantly correlated with PTSD severity in adult women who had 
been sexually abused in childhood; and was higher in these women, when compared to 
women without PTSD. This is not surprising considering avoidance of traumatic stimuli 
is a core component of PTSD. Results also showed that women who have been sexually 
abused in childhood, and who also use avoidant coping strategies, could be at greater 
risk of developing not only PTSD, but also avoidant and borderline personality 
disorders.  
Interestingly, it is also quite possible that avoidant coping strategies may assist 
children in the short term as a defence against the overwhelming emotions brought on 
by abuse which is completely beyond their control (Johnson et al., 2003). More 
generally, and due to its initial effectiveness, this strategy may become normalised if 
engaged in over the longer term. Notably, both sexual abuse and PTSD have also been 
linked to self-mutilative behaviour (see Walker & Mildred, 2007 and Nock & Prinstein, 
2005).  
Amstadter and Vernon (2008) also found that thought suppression and avoidant 
coping (avoidance strategies) were positively related to PTSD, depression and anxiety 
symptoms in a small group of traumatised undergraduate students. Here, the only 
significant independent predictor of these symptoms was thought suppression.  
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Avoidant coping and experiential avoidance are also overlapping, but not identical 
constructs, according to Karekla and Panayiotou (2011). These authors, in their study of 
the relationship between coping as measured by a Greek version of the brief COPE, and 
experiential avoidance as measured by the Acceptance and Action Questionnaire II 
(AAQ-II), found that higher levels of experiential avoidance were significantly and 
moderately related to higher levels of avoidant and emotion-focused types of coping. 
They also found that the experiential avoidance questions from the AAQ-II and both 
avoidant and emotion-focused coping strategies from the brief COPE, primarily factor 
analysed onto one dimension. Karekla and Panayiotou (2011, p.169) state that "EA can 
be thought of as another coping style largely related to ways of coping previously 
classified as emotion-focused and avoidant". In addition, Rost, Wilson, Buchanan, 
Hildebrandt and Mutch (2012) suggest that mental disengagement (as measured by the 
full COPE) is an example of the behavioural, emotional, and cognitive features of 
experiential avoidance".  
 
Avoidant Coping and NSSI.  
Based on the established relationships between NSSI and anxiety, and anxiety and 
avoidant coping; the use of avoidant coping strategies may well show an association 
with NSSI. Indeed, self-injury itself could be seen as similar to disengagement via 
alcohol or drug use or even mental disengagement, to distract the individual from 
overwhelming and distressing emotions. Literature examining the coping strategies of 
individuals who self-mutilate however is currently quite limited, and results are 
somewhat mixed (Andover et al., 2007).  
Brown, Williams and Collins (2007) found mixed results amongst a small sample 
of non-clinical United States college students. They found that several avoidant coping 
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strategies differentiated recent self-harming (N = 23) (predominantly self-mutilating) 
and non-self-harming groups (N = 161). These included behavioural disengagement (p 
= .001, medium effect size) and denial (p = .031). Whilst recent self-harmers used 
denial as a coping strategy more often than non-self-harmers, due to the researchers 
using a Bonferroni-adjusted significance level (p < .0033), to cater for potential type I 
errors, this result was technically non-significant. For the same reason, whilst recent 
self-harmers used less acceptance and planning coping strategies, (both p = .014) these 
results were also technically non-significant.  
Surprisingly, whilst the use of mental disengagement was not found to be 
significantly different, p = .084 (going against the author's hypothesis) it should be 
noted that the scale measuring this construct showed a poor internal consistency of .44; 
hence measurement accuracy may have been undermined. Lastly, negative emotion 
dispositions, including fear, hostility, guilt and sadness, were also significantly higher 
(p = .001) in the recent self-harming group, when compared to non-self-harmers, 
showing large effect sizes. Notably, 56% of the 23 participants who recently self-
harmed (within the last 12 months) also reported suicidal thoughts.  
A recent study by Andover et al. (2007) found both male and female self-mutilating 
college students (N = 44) in the United States (average age 18.48 years) used 
significantly more avoidance coping strategies than a control group (N = 44) matched 
on psychological distress, with a small to moderate effect size (.34). Here, avoidant 
coping was measured by the Coping Strategies Indicator (CSI). Female self-mutilators 
also used significantly fewer problem solving and social support seeking strategies. 
These results indicate potentially important gender differences in self-mutilators' use of 
coping strategies. One limitation with this study was that it only examined whether 
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participants did or did not self-mutilate, rather than the relationship between frequency 
of self-mutilation and the use of specific coping strategies.  
An even more recent study by Hasking et al. (2008) found significantly higher use 
of avoidant coping strategies (effect size .14), psychopathology, and alcohol use, in a 
moderate to severe self-injury group (mostly self-mutilation) (N = 22), from a 
community sample of (mostly) Australian female undergraduate students, (mean age 
21.29 years). This was compared to a mild self-injury group (N = 70), and a non-self-
injury group (N = 119). The moderate to severe self-injury group comprised those with 
moderate to high frequency (weekly to monthly), mild to high severity (requiring first 
aid, medical attention or life threatening), and moderate recency (within the last year) of 
self-injuring behaviour.  
Specifically they found significantly higher use of behavioural disengagement (p < 
.001), mental disengagement (p = .003), denial (p = .004), and substance use (p < .001), 
and significantly lower use of positive reinterpretation, instrumental and emotional 
social support, and active coping in the moderate to severe self-injury group compared 
to the non-self-injury group. Importantly, this study showed that group differences 
magnified as self-injury increased in severity. It also showed the moderate to severe 
self-injury group to have significantly higher somatization, OCD, interpersonal 
sensitivity, depression, anxiety, hostility, phobic anxiety, paranoid ideation, and 
psychoticism symptoms than the non-self-injury group, as measured by the Brief 
Symptom Inventory. One limitation was that whilst the instrument used to measure non-
suicidal self-injury had face validity, and appears reliable, its psychometric evaluation 
was still in progress.  
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Drugs, Alcohol and NSSI. 
The relationship between drug and alcohol use and NSSI is currently unclear. Little 
empirical research appears to have been undertaken to determine whether drugs and 
alcohol are associated with self-mutilative behaviour, and the research that does exist 
shows equivocal results. One study by Hilt, Cha and Hoeksema (2008) found that none 
of their 94 (mainly Hispanic and African-American) adolescent community sample 
(aged 10-14 years) reported drug or alcohol use in the context of engaging in NSSI. One 
potential reason for this result is that adolescents of this age may be too young to have 
commenced drug and alcohol use. This does not however, rule out the use of drugs and 
alcohol by older self-injurers. Similarly, Nock and Prinstein (2005) in their sample of 
89 self-reporting adolescent psychiatric inpatients found that NSSI was typically 
performed without the use of drugs and alcohol, with only 16 (18%) reporting substance 
use during NSSI. The limitations of this study were potential self-report biases and 
inaccuracies, and the inability to generalise findings from a psychiatric sample.  
On the other hand, a 1996 study by Swift, Copeland and Hall, found that 26% of 
their Australian survey sample of 267 women with alcohol and poly-drug use problems, 
had previously self-mutilated by cutting or burning themselves. Ninety three percent of 
the sample were currently attending AOD treatment programs. One limitation of this 
study however, was that data were collected via interviews; a method which can suffer 
from participants' social desirability biases. Similarly, Evren, Sar, Evren and Dalbudak 
(2008) in their sample of Turkish alcohol dependent males, also found that 29% (51) of 
their inpatients reported having self-mutilated, and that 88% (45) of these patients were 
alcohol intoxicated before undertaking self-mutilation. Notably, the self-mutilating 
group also showed higher psychopathology, dissociation, and child abuse history, than 
the non-self-mutilating alcoholics, adding these issues as potential confounds. Finally, 
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Hasking et al. (2008) via self-report from their community sample of 211 mostly 
Australian female undergraduate students, found significantly higher use of alcohol in a 
moderate to severe self-injury group (mostly self-mutilation) when compared to a non-
self-injuring group.  
Whilst the relationship between substance use and NSSI remains unclear, the use of 
drugs and alcohol may be underappreciated as a risk factor for NSSI. For example, 
alcohol and drugs such as marijuana, heroin, cocaine, and ecstasy, may lower inhibition 
for self-injury, and mask its associated pain (Klonsky & Weinberg, 2009), therefore 
making the person more vulnerable to, and more likely to engage in NSSI. Substance 
use may also increase impulsiveness (Derouin & Bravender, 2004), and self-mutilating 
behaviour has been shown to be performed impulsively (Nock & Prinstein, 2005). 
Performing self-injurious acts such as arm or wrist cutting whilst inebriated by alcohol 
and drugs may be particularly dangerous, as the self-injurer may accidentally inflict 
more severe wounds, due to numbing of pain and loss of motor co-ordination (Newman, 
2009).  
Despite the lack of empirical studies examining the relationship between substance 
use and NSSI, there is a large literature positing that drugs and alcohol may be used in 
an attempt to escape from unwanted mood states. In a similar way to the proposed 
function of NSSI (see below), the use of substances in this way could be seen as a form 
of experiential avoidance (Chapman, Gratz & Brown 2006), and conceptualised as a 
maladaptive coping strategy. For example, it is possible that alcohol and drug use may 
in fact reduce the negative affect (such as anxiety and tension) which is often reported 
prior to NSSI. In doing so, the effect of providing short-term relief from negative affect 
may render similar functional coping strategies such as NSSI unnecessary, therefore 
lessening the individual’s likelihood of engaging in self-injury. Even so, using 
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substances to avoid, escape from, and provide short-term relief from negative affect is 
only a temporary solution, and may bring with it all the risks associated with substance 
use (e.g. disinhibition, impulsivity). Finding a more adaptive way of coping with 
ongoing negative affect would therefore be more beneficial. In addition, it is also 
possible that substance use may actually exacerbate, rather than reduce negative affect, 
and lead to a stronger desire for relief and hence a higher risk of performing NSSI.  
Clearly, it is important to determine whether drug and alcohol use is associated with 
NSSI. It is also important to try to reduce the use of substances as a short-term quick fix 
experiential avoidant coping strategy to manage negative affect. An intervention 
targeting the replacement of maladaptive short-term experiential avoidant coping 
strategies with more effective and risk averse coping skills will be discussed in more 
detail below.  
 
Proposed Function of NSSI  
The literature is also abundant with proposed reasons why people perform non-
suicidal self-injuring behaviours (as opposed to purely self-mutilative behaviours), 
some empirically supported, and some theoretical. These reasons range widely and 
include for example: to gain attention, or to cry for help (Favazza, 1996; 2011); to 
influence someone (Klonsky & Weinberg, 2009); to punish oneself (Rodham, Hawton 
& Evans, 2005); to end, or even induce, dissociative episodes (Claes et al., 2005); to 
gain a sense of control (Austin & Kortum, 2004); to express oneself, where one has 
difficulty expressing emotions verbally (Gratz, 2006); to relieve boredom or to join a 
peer group (Laye-Gindhu & Schonert-Reichl, 2005); and to gain a right of passage into 
manhood (Froeschle & Moyer, 2004).  
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Clearly, individuals self-injure for different reasons (Nock & Cha, 2009). Whilst all 
the reasons posited in the literature may play a part to varying degrees in individually 
different cases, one of the most prominent and consistent reasons put forward in the 
literature for the function of non-suicidal self-injuring behaviour is: to reduce 
overwhelming feelings; to relieve a terrible state of mind; or to escape from or avoid 
negative affective states; i.e. that non-suicidal self-injury is an emotion regulation or 
coping strategy (Austin & Kortum, 2004; Chapman et al., 2006; Favazza, 2011; 
Froeschle & Moyer, 2004; Klonsky et al., 2011; Laye-Gindhu & Schonert-Reichl, 2005; 
Gratz et al., 2002; Rodham et al., 2005; Skegg, 2005; Young et al., 2006).  
 
Contemporary Theories and Models of NSSI 
Given the wide array of reasons which have been proposed in the literature for non-
suicidal self-injuring behaviour, it is important to examine the associated theoretical 
frameworks. Messer and Fremouw (2008) published a sound critical review of seven 
historical theoretical models which attempt to explain adolescent self-mutilation. These 
models were evaluated based on increasing levels of experimental rigor.  
The first four models in particular, currently have limited empirical evidence to 
support them. First, the sexual-sadomachistic model suggests self-mutilation provides 
sexual gratification (even equivalent to masturbation), and or punishes sexual feelings. 
Second, the depersonalisation model suggests self-mutilators experience dissociation or 
depersonalisation, and engage in self-mutilation to re-establish their identity or sense of 
self. Third, the interpersonal-systemic model suggests self-mutilation is symptomatic of 
dysfunctional family or environment, and is used to overcome this dysfunction or to 
gain attention. Fourth, the suicide model suggests adolescents self-mutilate in an 
attempt to avoid or abstain from suicide. Support for these four models is mainly 
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provided via case, descriptive, and questionnaire studies, which contain limitations 
including small numbers of anecdotal, often retrospective self-report cases, with 
minimal statistical analysis (Messer & Fremouw 2008).  
The physiological-biological model suggests a biological vulnerability may cause 
self-mutilative behaviour. One theory suggests that self-mutilation is used to reduce 
tension due to an abnormal psychophysiological response (Messer & Fremouw, 2008). 
Solid evidence is provided to support this model via a study by Haines et al. (1995) of 
prison inmates. This study used valid measures, controlled for potential confounds, 
obtained baseline measures, and used counterbalancing of treatments to enhance 
internal validity. That said, a small sample size of incarcerated participants limits 
generalizability and external validity (Messer & Fremouw, 2008). They also undertook 
a subsequent follow-up experiment (see Brain, Haines & Williams, 1998) and found 
similar results (Klonsky, 2007b; Messer & Fremouw 2008).  
The affect regulation model suggests that affect such as increased tension, anxiety, 
anger at oneself, hostility (aggression towards others) and depersonalisation, precede 
self-mutilatory behaviour (Messer & Fremouw 2008), and that this behaviour functions 
to control overwhelming emotions (Chapman et al., 2006). Strong empirical support is 
provided for this model from the same study by Haines et al. (1995) as outlined in the 
previous paragraph. Whilst listening to a vivid script of a self-mutilative act, self-
mutilators showed an increase in tension leading up to the self-mutilative act, and a 
subsequent reduction in tension during and after the self-mutilative act (Messer & 
Fremouw, 2008). A study by Ross and Heath (2003) provides additional evidence 
supporting higher levels of anxiety, self-punishment and hostility in self-mutilators, 
when compared to a control group. This study included community adolescents, a 
between groups design, appropriate statistics, and some use of random sampling making 
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it more representative of the adolescent population; however one limitation was that 
data were gathered via a semi-structured interview which had not been previously 
validated (Messer & Fremouw 2008).  
Finally, the behavioural-environmental model suggests that two factors: internal 
release or relief (escape) from unpleasant feelings (e.g. affect or mood regulation); and 
external gain from the environment (e.g. attention or inclusion in a group); both cause 
and maintain (via positive and negative reinforcement) self-mutilative behaviours 
(Messer & Fremouw, 2008). Note that the internal release or relief component in this 
model is conceptually similar to the affect regulation model. Two experimental studies 
by Nock and Prinstein (2004; 2005), provide strong evidence for this behavioural-
environmental model. Nock and Prinstein propose a four-function model across two 
continuums. These are: 1) autonomic (internal individual) contingencies (reinforced by 
oneself) e.g. emotional regulation; versus 2) social contingencies (reinforced by others) 
e.g. gaining attention; and 3) positive contingencies (reinforcement); versus 4) negative 
contingencies (reinforcement) (Messer & Fremouw, 2008). Results supported the model 
by showing that automatic reinforcement e.g. to reduce or avoid negative emotional 
states, was the reason most endorsed by participants for self-mutilating behaviour. This 
finding also provides additional support for the affect regulation model. Social 
reinforcement e.g. gaining attention was also endorsed by a significant portion of 
participants (Messer & Fremouw, 2008).  
In summary, this evidence indicates that young people perform self-mutilative 
behaviours for two main reasons, primarily to self-regulate emotion, and secondarily (to 
a lesser extent) to gain attention, or avoid punishment and unpleasant tasks. It also 
supports the theory that self-mutilative behaviour is both positively and negatively 
reinforced, which may account for its repetitive nature in many individuals. The Nock 
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and Prinstein model has also been demonstrated to have construct validity (Nock & 
Prinstein, 2005). The Nock and Prinstein studies are also more scientifically rigorous 
than the regular case, descriptive and correlational studies found in the literature 
(Messer & Fremouw, 2008). 
 
Expansion of the Affect Regulation Model  
"Experiential avoidance" has been described as "an individual's attempts and efforts 
to avoid, suppress or otherwise alter, the form of negatively evaluated private events 
such as bodily sensations, emotions, thoughts, worries, and memories" (Eifert & 
Forsyth, 2005, p.8). Hayes et al. (1996) originally argued that numerous forms of 
psychopathology could be seen as an unhealthy process of avoiding or escaping private 
experiences such as thoughts or emotion. Experiential avoidance has now been linked to 
a diverse range of psychological and behavioural problems, and is argued to be an 
important and toxic process in the production of anxiety-related distress (Kashdan et al., 
2006) and in the cycle of human suffering (Hayes, Strosahl, & Wilson, 2012).  
The Experiential Avoidance Model (EAM) of Deliberate Self-Harm (DSH) 
(Chapman, Gratz & Brown 2006) is one of the most prominent affect regulation models 
of self-harm appearing in the literature. As previously outlined, support for the affect 
regulation model is building. Similar to Nock & Prinstein's four factor model, the EAM 
seeks to explain the function or purpose of deliberate self-harming behaviour; that 
being, to assist the participant to escape from, or avoid unwanted emotional experiences 
or arousal. The EAM also suggests that this form of negative reinforcement maintains 
deliberate self-harming behaviour, and that this behaviour may be extremely effective 
in ending unwanted emotional states (Chapman et al., 2006). The primary construct 
within the EAM is "experiential avoidance". Experiential avoidance behaviours can be 
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quite diverse, and include for example, avoidant coping and thought suppression 
(Chapman et al., 2006). The EAM has been designed to apply to the general population, 
i.e. Favazza's moderate-superficial (impulsive) self-mutilation category (rather than the 
major or stereotypical self-mutilation categories), and is based on the operational 
definition of non-suicidal self-injury previously provided (Chapman et al., 2006).  
Specifically, the EAM theorises that a person who has high emotional intensity, 
difficulty regulating emotions, and or poor distress tolerance; experiences an 
emotionally evocative stimulus, which subsequently triggers an emotional response 
such as anger, shame, sadness or frustration. In order to avoid this aversive emotional 
arousal the person undertakes a deliberate self-harming behaviour such as cutting or 
burning of the skin, which provides temporary relief from the unpleasant state of mind. 
As DSH is ultimately effective in reducing unwanted arousal, it is negatively 
reinforced, and over time becomes an automatic, habitual or conditioned escape 
response from emotionally evocative stimuli. As such a vicious cycle develops 
(Chapman et al., 2006).  
In addition to the support provided by other authors (e.g. Haines et al., 1995; Nock 
& Prinstein, 2004); Chapman et al. (2006) suggest that preliminary studies have 
provided tentative support for a relationship between deliberate self-harming behaviour 
and higher experiential avoidance tendencies. Klonsky (2007b) also provides support 
for the EAM in undertaking a review of the evidence from 18 studies investigating the 
functions of (motivations or reasons for) deliberate self-injury. His close examination of 
the literature revealed seven repeatedly examined functions, which Klonsky (2007b, 
p.229) labelled: affect-regulation (defined as "to alleviate acute negative affect or 
aversive affective arousal"); anti-dissociation; anti-suicide; interpersonal boundaries; 
interpersonal influence; self-punishment (defined as "to derogate or express anger 
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towards oneself"); and sensation seeking. Notably, a number of the functions outlined 
by Klonsky (2007b) closely overlap with the models previously outlined by Messer and 
Fremouw (2008); and both reviews contain several of the same studies.  
Inclusion criteria for the Klonsky (2007b) review comprised studies examining: 
self-report of motivations (reasons); experiences (phenomenology); and laboratory 
studies; covering self-injury with non-suicidal intent. As previously outlined, limitations 
of these self-report style studies include: memory inaccuracy, lack of self-insight, social 
desirability bias and fabrication. Along with this, laboratory studies may have limited 
external validity.  
In his review, Klonsky (2007b) found consistent support for affect or emotional 
regulation being a primary function of deliberate self-injury in both clinical and non-
clinical samples. Affect-regulation was heavily endorsed by a majority of participants in 
11 of the 18 motivation studies. Phenomenological studies also determined that acute 
negative affect usually precedes self-injury, and that substantial reduction of negative 
affect occurs after self-injury, in both clinical and non-clinical samples. Experimental 
studies also provided evidence that negative affect and arousal are reduced by self-
injury (see Haines et al., 1995; Brain et al., 1998). Strong support was also found for the 
self-punishment function in six of eleven studies in both clinical and non-clinical 
samples, but only modest support was found in the remaining five studies. Klonsky 
suggests that affect-regulation may be a primary reason, and self-punishment a 
secondary reason, for self-injurious behaviour.  
Chapman et al. (2006) conclude that the EAM holds promise for directing both 
future studies and clinical intervention development. In regard to the development of 
clinical interventions, teaching emotional regulation or tolerance skills to self-harming 
individuals so that they can effectively manage unwanted emotional arousal, is 
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highlighted as an important future direction. So too is the development of treatments 
involving exposure and response prevention, so as to reduce the unpleasant arousal 
generated by emotionally evocative stimuli (Chapman et al., 2006).  
 
Figure 2.1 
The Experiential Avoidance Model (EAM) of Deliberate Self-Harm.  
 
(Chapman, Gratz & Brown, 2006, p.373) 
 
 
Emotional Distress Tolerance 
As outlined above, "distress tolerance" is theorised to play an important part in 
NSSI. It may drive both avoidant coping and experiential avoidance behaviours (Leyro, 
Zvolensky & Bernstein, 2010). The EAM posits that self-injuring individuals may have 
a lower tolerance for emotional distress, which increases their desire to reduce 
emotional arousal, hence increasing their likelihood to invoke avoidant coping 
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strategies such as NSSI (Chapman et al., 2006). As emotional distress tolerance is also a 
major and important construct in the second study in the current thesis (“Mindfully 
Coping with Anxiety”), it will be reviewed in more detail here.  
Unfortunately, no single overarching theory of distress tolerance currently exists. 
Conceptualizations and assessment tools for the construct are abundant in the literature 
(Leyro et al., 2010). A number of behavioural and affect regulating processes such as 
deployment of attention, appraisals of distress, acceptance of distress, and avoidance of 
distress, may be involved in our ability to tolerate distress (Leyro et al., 2010).  
Simons and Gaher (2005, p.83-84) define distress tolerance as "the capacity to 
experience and withstand negative psychological states" such as anxiety and sadness. 
They theorize that the meta-emotional construct of distress tolerance comprises four 
dimensions. These are: the tolerance of distress; the emotional regulation and avoidance 
of distress; the appraisal and acceptance of distress; and the absorption of attention 
when distressed. In the tolerance dimension, they posit that those with low distress 
tolerance would find distress to be unbearable, and would not be able to handle feeling 
distressed or upset. In the emotion regulation dimension, they posit that those with low 
distress tolerance would make great efforts (do anything) to immediately avoid and stop 
feeling negative emotions. In the appraisal dimension, they posit that those with low 
distress tolerance experience both fear and shame when feeling distressed or upset, 
exhibit a lack of acceptance of feeling upset or distressed, and perceive their ability to 
tolerate and cope with distress as inferior to other people. In the absorption dimension, 
they posit that those with low distress tolerance who are unable to alleviate their 
negative emotions, are consumed and taken over by the experience, suggesting that 
their attention is completely absorbed by the distressing emotions. They also find that 
their ability to function is significantly disrupted. Simons and Gaher (2005) developed 
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the Distress Tolerance Scale (DTS), as a self-report measure of their conceptualization 
of emotional distress tolerance. 
Research data, whilst limited, suggest that lower levels of distress tolerance (as 
defined above) have been correlated with psychopathology symptoms such as higher 
symptoms of depression, and use of substances to cope in conditions of high life stress 
(Leyro et al., 2010). A recent study by Huang, Szabo and Han (2009), with 119 
undergraduate university students, 74% female, 63% Anglo-Australian, using the Penn 
State Worry Questionnaire (PSWQ), Distress Tolerance Scale (DTS), and Depression, 
Anxiety, Stress Scale (DASS-42); found a number of interesting correlations between 
excessive worry, distress tolerance and negative affect. Using a Pearson correlation 
coefficient, they found that: anxiety was significantly positively correlated with 
depression (.63); stress was significantly positively correlated with depression (.66) and 
anxiety (.70); worry was significantly positively correlated with depression (.42), 
anxiety (.45), and stress (.50); and distress tolerance was significantly negatively 
correlated with depression (-.43), anxiety (-.42), stress (-.53) and worry (-.55). All 
significance levels were at p < .001.  
A hierarchical multiple regression also showed that negative affect (depression, 
anxiety and stress) accounted for 28% of the variance in worry scores. Here, stress was 
the only unique significant positive predictor of worry. After statistically controlling for 
levels of negative affect, the hierarchical multiple regression also showed that adding 
distress tolerance to the model significantly increased the amount of variance explained 
in worry to 38%. That is, depression, anxiety, stress and distress tolerance explained 
38% of the variance in worry scores. Here, distress tolerance was the only unique 
significant negative predictor of worry. These results, whilst not able to establish 
causality, provide evidence for a strong and important relationship between the ability 
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to tolerate emotional distress and excessive and uncontrollable worrying (Huang et al., 
2009).  
Along similar lines, Schmidt, Mitchell, Keough and Riccardi (2011) reported an 
unpublished study with 418 undergraduates aged approximately 19 years (SD = 2.4), 
using the same DTS and PSWQ self-report measures (amongst others). They found 
distress tolerance to be statistically significantly negatively associated with anxious 
worry, panic, social anxiety, and obsessions and compulsions, even after controlling for 
depression. Increasing an individual's ability to tolerate distress may therefore be 
important in reducing their levels of anxiety, depression, stress and worry. 
Data exploring the malleability of distress tolerance (as defined above) is difficult 
to find, hence limiting the ability to draw inferences as to whether distress tolerance 
may be a causal risk factor for psychopathological symptoms (Leyro et al., 2010). 
Limited research also exists regarding causal risk factors in the development of low 
levels of distress tolerance. Individual differences in emotional intensity; emotional 
frequency; or a predisposition for negative affectivity; may well play a part in the initial 
development and ongoing maintenance of our capacity to tolerate distress (Leyro et al., 
2010). Research has also found that men report significantly greater levels of distress 
tolerance than women (Simons & Gaher, 2005).  
Interventions such as Dialectical Behavior Therapy (DBT) for Borderline 
Personality Disorder (BPD) (Chapman et al., 2006; Linehan, 1993; Muehlenkamp, 
2006; Simons & Gaher, 2005); and Acceptance and Commitment Therapy (ACT) 
(Simons & Gaher, 2005); specifically target increasing an individual's ability to tolerate 
distress. The ability of an ACT-based intervention to increase emotional distress 
tolerance will be explored in Chapter Six - Study Two: Mindfully Coping with Anxiety. 
As evidenced in the DBT approach, people with BPD tend to have a low ability to 
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tolerate distress, which is hypothesised to increase impulsive behaviour to relieve the 
distress (Simons & Gaher, 2005).  
Finally, it is important to note that higher levels of distress tolerance are not always 
adaptive, and need to be considered in context. For example, an individual who is able 
to tolerate ongoing abuse from a loved one may prolong their own extended abuse and 
suffering (Leyro et al., 2010).  
 
Treatments for NSSI 
The rapid increase in NSSI in recent years has also prompted the development of 
appropriate interventions. Whilst Dialectical Behaviour Therapy (DBT; Linehan, 1993) 
was first developed to treat Borderline Personality Disorder (BPD), some empirical 
evidence has also emerged demonstrating DBT as an efficacious treatment in reducing 
NSSI behaviour in adults (Miller, Muehlenkamp & Jacobson, 2009; Muehlenkamp, 
2006; Nock, Teper, & Hollander, 2007; Wilkinson & Goodyer, 2011). DBT's 
effectiveness in treating self-injury in adolescents however is unclear, due to a lack of 
evidence (Nock et al., 2007; Wilkinson & Goodyer, 2011); although it is one of the 
most promising treatments available for adolescent NSSI (Nock et al., 2007).  
DBT teaches a range of skills including mindfulness, emotion regulation, distress 
tolerance, and interpersonal effectiveness (Gratz & Chapman, 2009; Linehan, 1993). 
DBT for BPD can however be a long and complex treatment process, and has a 
recommended one year minimum duration (Nock et al., 2007). Additionally, many of 
those who perform NSSI behaviour, would not meet criteria for full BPD (Gratz & 
Chapman, 2009), and a full course of DBT may be unnecessary for these people 
(Miller, Muehlenkamp & Jacobson, 2009).  
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Mentalization-Based Treatment (MBT; Bateman & Fonagy, 1999) is another 
intervention which has demonstrated reductions in NSSI (Bateman & Fonagy, 1999; 
Chapman, 2010; Gratz & Chapman, 2009). This psychoanalytic "talk" therapy, which 
focuses on strengthening one's ability to mentalize (to understand that behaviour occurs 
as a result internal events such as thoughts or desires), is however also designed for 
BPD and is a longer approach incorporating individual and group therapy (Gratz & 
Chapman, 2009).  
As many self-injurers display ambivalence towards their self-injuring behaviour, 
Motivational Interviewing (M.I.) is also argued to be a potentially effective adjunctive 
treatment for NSSI, however little empirical research currently exists directly 
examining its effectiveness with NSSI (Klonsky et al., 2011). A prime example of a 
university student undertaking NSSI (cutting) to alleviate high levels of anxiety, and 
subsequently successfully being taught both more effective coping and mindfulness 
skills during motivational interviewing, is provided by Kress and Hoffman (2008).  
Manual-Assisted Cognitive Behaviour Therapy (MACT; Evans et al., 1999) is a 
short-term, bibliotherapy based treatment that incorporates a number of problem-
solving skills and emotion management strategies from DBT. MACT however has only 
been found to be "somewhat helpful" and not significantly better than treatment as usual 
for NSSI; and may be most beneficial for those without BPD (Gratz & Chapman, 2009, 
p.141).  
Emotion Regulation Group Therapy (ERGT; Gratz & Gunderson, 2006) is another 
short term group intervention (14 weeks) that is specifically developed to immediately 
reduce NSSI in women with BPD. It can be added to any type of appropriate individual 
therapy (Gratz & Chapman, 2009). Empirical support for ERGT's ability to reduce 
NSSI is accumulating and promising (Gratz & Tull, 2011). ERGT teaches women 
  64 
healthier emotion regulation strategies and ways of responding to overwhelming 
internal events. Here, identification, willingness to experience, and nonjudgmental 
acceptance (rather than control or avoidance) of emotions is taught; along with how to 
immediately start leading a valued life (no matter what feelings are present). Many of 
the skills imparted in ERGT are drawn from both DBT and ACT (Gratz & Chapman, 
2009). Unfortunately, there appears to be limited availability for ERGT in Australia at 
the time of writing. It is interesting to note that mindfulness and acceptance-based 
approaches are a common element across several of the treatments reviewed here. 
Whilst these treatments are potential options for those who self-injure (depending 
upon their practicality, appropriateness, and availability), if a functional analysis of an 
individual's NSSI behaviour revealed that it was performed to escape and avoid 
negative cognition, affect and/or arousal; ACT, with its use of both mindfulness and 
acceptance processes and commitment and behaviour change processes, could also be 
considered by a therapist as a potentially effective treatment (see Lundgren, 2009). That 
said, whilst empirical evidence for ACT's ability to reduce NSSI behaviour is 
accumulating indirectly via DBT and ERGT research; more direct evidence of ACT's 
impact on NSSI is clearly needed. As with DBT and ERGT, ACT aims to reduce 
experiential avoidance (Lundgren, 2009). The specific aim of ACT for a self-harming 
individual is the same as for other individuals; that is, to help them to stop automatically 
reacting to sensations, emotions, memories and thoughts, and to choose more adaptive 
behaviours that are in alignment with their values and goals (Lundgren, 2009).  
The potential for mindfulness and acceptance-based interventions to reduce distress 
and suffering in general, and NSSI specifically is exciting. A mindfulness and 
acceptance-based intervention provided in a cost-effective and readily available self-
help format may be particularly appealing to those who do not have access to, or desire 
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long and expensive treatments. This applies to both self-injurers and non-self-injurers 
alike, who are seeking more adaptive ways of coping. One of the primary aims of the 
current thesis is to investigate the efficacy of a cost-effective self-help style mindfulness 
and ACT intervention for general university students (not merely self-injurers) suffering 
with anxiety (see Chapter Six). As such, mindfulness and ACT functions, processes, 
and empirical support will be examined in detail in the following chapter.   
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CHAPTER THREE 
Mindfulness and Acceptance 
 
Mindfulness  
Since as far back as the 1960s, Western psychology has been investigating the 
constructs of stress and coping. This investigation has included the concepts of 
problem, approach, emotion, and avoidance focused ways of coping (Karekla & 
Panayiotou, 2011). However in more recent times, there has been a burgeoning research 
focus investigating the utility of Eastern notions and practices in relation to stress and 
coping that are informing the development of new interventions. Whilst over the longer 
term avoidant coping strategies are generally found to be more maladaptive, and 
approach coping strategies are generally found to be more adaptive (Karekla & 
Panayiotou, 2011); another method of coping with stress, fear and anxiety is worth 
closer examination. "Mindfulness" is a form of meditation (or paying attention) that has 
developed from ancient Eastern Buddhist traditions (Kabat-Zinn, 1990; 1994). It has 
been termed "the art of conscious living" (Kabat-Zinn, 1994, p.6) and "the capacity…to 
know what is actually happening as it is happening" (Kabat-Zinn, 2005, p.109). 
Mindfulness is a way of being, rather than doing (Kabat-Zinn, 1990); and has been 
defined as "moment-to-moment, non-judgemental awareness" (Kabat-Zinn, 2005, 
p.108). This awareness is developed by non-reactively and openheartedly paying 
attention in the present moment (Kabat-Zinn, 2005).  
Developers of psychometric instruments designed to measure individual levels of 
mindfulness, or individual levels of mindfulness skills, have defined it in similar terms. 
For example, "focusing one’s attention in a non-judgmental or accepting way on the 
experience occurring in the present moment" (Baer, Smith & Allen, 2004, p.191) and "a 
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receptive attention to and awareness of present events and experience" (Brown, Ryan & 
Cresswell, 2007, p.212).  
Mindfulness is an experiential mode of processing (Weinstein, Brown & Ryan, 
2009), and everyone has the capacity to be mindful. It is, simply put, a particular way of 
paying attention that can be learned and practiced in many day-to-day activities such as 
walking, eating, and doing household chores (Kabat-Zinn, 1990). According to Kabat-
Zinn (1990), there are seven "attitudinal pillars" which provide the foundation of 
mindfulness practice. These are: non-judging (being an impartial witness to our 
experiences); patience (letting things unfold in their own time); beginner's mind (being 
willing to see things as if for the first time); trust (trusting your intuition, self, and 
feelings); non-striving (not trying to achieve any particular goal); acceptance (coming to 
terms with what actually is, in the present moment); and letting go (not attaching to 
thoughts, feelings and experiences). Watching the mind and letting go of thoughts 
without getting caught up in them, is a core lesson taught in mindfulness training. So 
too is diaphragmatic breathing (Kabat-Zinn, 1990), which helps calm the body and the 
mind, and helps to reduce stress, muscle tension, and anxiety (Davis, Robbins 
Eshelman, & McKay 2008).  
Awareness and attention are two important components of mindfulness, and allow 
us to see things as they are (Kabat-Zinn, 1990). "Awareness" can be defined as "the 
background radar of consciousness, continually monitoring the inner and outer 
environment" (Brown & Ryan, 2003, p.822). This is opposed to "unawareness" or being 
on "automatic pilot", as if we are only half awake (Kabat-Zinn, 1990). "Attention" on 
the other hand "is a process of focusing conscious awareness, providing heightened 
sensitivity to a limited range of experience" (Westen, 1999) as cited in (Brown & Ryan, 
2003, p.822). "Acceptance" is another important component of mindfulness, and can be 
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considered an extension of non-judgement. It has been conceptualised as the 
willingness to allow things to be exactly what they are, as and when we become aware 
of them (Germer, 2005).  
Baer, Smith and Allen (2004, p.193-4) suggest there are primarily four mindfulness 
skills, which individuals may possess to varying degrees. "Observing" is defined as 
"noticing, or attending to a variety of stimuli, including internal phenomena, such as 
bodily sensations, cognitions, and emotions; and external phenomena, such as sounds 
and smells". "Describing" is defined as the "labelling, or noting of observed phenomena 
by covertly applying words". "Acting with awareness" is defined as "engaging fully in 
one’s current activity with undivided attention, or focusing with awareness on one thing 
at a time". "Non-judgemental acceptance" is defined as "accepting, allowing, or being 
non-judgmental or non-evaluative about present-moment experience" and "to allow 
reality to be as it is without attempts to avoid, escape, or change it". This 
conceptualisation of mindfulness skills is strongly influenced by Linehan (1993a), and 
these skills are most similar to those taught in DBT (Baer et al., 2004).  
 
The Function of Mindfulness 
Mindfulness can be effectively used to calm the mind, relax the body, alleviate 
stress, and reduce suffering. It can also be used to reduce anxiety and panic 
symptomatology. In fact, dramatic improvements in levels of anxiety and the severity 
and frequency of panic attacks have been seen in individuals after undertaking an 
intensive eight week mindfulness-based Stress Reduction and Relaxation Program 
(SR&RP) at the University of Massachusetts Medical Centre according to Kabat-Zinn 
(1990).  
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Becoming mindful allows us to change our relationship with our thoughts, feelings 
and body sensations. It provides us with an alternative way of responding to the body 
tension or agitated thoughts and feelings we may be experiencing. Becoming mindful 
helps us to understand that whilst our thoughts are a part of us, they are separate from 
our "selves" (as we are able to watch them); are not necessarily reality; and we do not 
need to, and can choose not to, mindlessly react to them in unhelpful ways (Forsyth & 
Eifert, 2007; Kabat-Zinn, 1990). This meta-cognitive insight, may also help to 
discourage unhelpful automatic habitual or ruminative thinking (Brown, Ryan & 
Cresswell, 2007). Germer (2005) states that mindful moments are liberating in that 
"every moment of mindful awareness provides freedom from conditioned suffering" 
(p.9).  
In regard to anxiety and panic, mindfulness has been theorised to potentially work 
in a similar way to interoceptive exposure therapy (Baer, 2003; Brown, Ryan & 
Cresswell, 2007; Linehan, 1993a). For example, if a client merely continually observes, 
and does not judge, avoid or try to escape from naturally arising anxiety-related 
sensations, this continual exposure may lead to a desensitisation, which subsequently 
reduces emotional reactivity; the end result being an extinction of fear and avoidance 
behaviours. In this way, learning mindfulness skills may help a client to effectively 
cope with conditioned anxiety symptomatology (Baer, 2003). Linehan (1993b, p.93) 
captures this idea nicely when she states that:   
By exposing yourself to emotions, but not necessarily acting on them, you will find that they 
are not so catastrophic. You will stop being so afraid of them. Once you are less afraid, all the 
fear, panic, anger, and so forth that result from your emotions' being as they are will dissipate.  
Even simply developing an increased awareness of thoughts, feelings and bodily 
sensations, allows a client to proactively choose any number of adaptive coping 
mechanisms (Baer, 2003).  
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Mindfulness, Anxiety and Coping 
Walsh, Balint, Smolira, Fredericksen, and Madsen (2009) undertook a cross-
sectional, correlational study of 132 undergraduate and graduate students (79% female) 
with a mean age 25.9 years (SD = 6.7), using the Freiburg Mindfulness Inventory (FMI) 
and the Trait version of the State-Trait Anxiety Inventory (STAI). They found that high 
trait anxiety (i.e. "the predisposition to attend to threat", p.98), reliably, directly, and 
significantly (p < .001) predicted low mindfulness. Lack of attentional control (the 
ability to focus and switch attention and avoid distraction) was also found to 
significantly partially mediate this relationship. In the mediation analysis, the 
relationship between trait anxiety and mindfulness was reduced, but remained 
significant. The authors concluded that important features of trait anxiety (such as an 
attentional bias towards threat, and a threatening interpretation or judgement of 
ambiguous stimuli), are incompatible with key aspects of mindfulness (such as attention 
to and acceptance of immediate experiences) (Walsh et al., 2009).   
In terms of coping, higher levels of trait mindfulness (attention and awareness, as 
measured by the MAAS) have uniquely predicted less use of avoidant coping strategies 
(as measured by the COPE) (i.e. even when controlling for personality variables such as 
neuroticism and optimism), and more benign (harmless) cognitive appraisals of 
stressors (i.e. less perceived stress). Mixed results however have been found for 
predicting increased use of approach coping using higher levels of mindfulness 
(Weinstein et al., 2009). With this in mind, developing mindfulness skills for those 
experiencing stress, may help to reduce perceived stress and the use of maladaptive 
avoidant coping strategies, and possibly increase the use of more adaptive approach 
coping strategies, hence reducing overall anxiety.  
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Mindfulness-based Interventions  
Clinical interventions based on mindfulness skills are becoming increasingly more 
popular in Western culture (Baer, 2003). As outlined by Baer, Smith, Hopkins, and 
Toney (2006), mindfulness has been incorporated into many medical and psychological 
therapeutic interventions including: Dialectical Behaviour Therapy (DBT) (Linehan, 
1993a); Mindfulness-based Stress Reduction (MBSR) (Kabat Zinn, 1990); 
Mindfulness-based Cognitive Therapy (MBCT) (Segal, Williams & Teasdale, 2002); 
Acceptance and Commitment Therapy (ACT) (Hayes, Strosahl, & Wilson, 1999); 
substance abuse treatment; and relapse prevention. Whilst each intervention 
incorporates mindfulness skills, each has its own specific focus.  
In DBT, mindfulness skills training (Baer, 2003; Feigenbaum, 2007; Linehan, 
1993a; Lynch & Cozza, 2009), and directly and specifically eliminating NSSI (Linehan, 
1993a; Lynch & Cozza, 2009), are both central components and first-stage targets 
(priorities) of the therapy. Mindfulness skills are so important in DBT that they are 
considered "core" skills, and are the first skill set taught. The three 'what' to do skills in 
DBT include "observing", "describing", and 'participating' (in current moment activities 
via awareness and focused attention). The three 'how' to do skills include "taking a 
nonjudgmental stance", "focusing on one thing in the moment", and "being effective" 
(i.e. "doing what works") (Linehan, 1993a, p.144-147). In DBT, these skills (including 
the observation and non-judgement of cognitions, emotions, bodily sensations and 
environmental stimuli) are taught, often weekly, for about a year (Baer, 2003).  
DBT is based on the dialectic of both acceptance and change. That is, for clients to 
both accept themselves, their present and their past; whilst simultaneously working to 
change their current behaviour and environments (Baer, 2003). A number of 
mindfulness exercises are available within the DBT program. For example, clients may 
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envision their mind as a sky, and their thoughts, feelings and bodily sensations as 
simply clouds that can be watched as they pass by (Baer, 2003). The evidence base for 
the effectiveness of DBT for BPD is expanding rapidly, and DBT is now a leading 
recommended treatment in the U.S. and U.K. (Feigenbaum, 2007). Evidence is also 
accumulating for DBT's efficacious reduction of NSSI (Lynch & Cozza, 2009).  
The MBSR intervention is the most regularly cited mindfulness program in the 
current literature (Baer, 2003). The overall aim of an MBSR program is for the client to 
learn how to approach stressful situations "mindfully". Being mindful of the cognitions, 
emotions and sensations which occur during periods of stress, allows a client to 
deliberately and effectively respond to the situation, rather than automatically reacting 
to it (Bishop, 2002).  
Despite its exponential growth in popularity over the last 20 years in North America 
and Europe, MBSR currently lacks sufficient rigorous scientific evaluation (Bishop, 
2002). That said, the preliminary evidence that does exist, suggests MBSR may be a 
promising new intervention (Bishop, 2002). One of the main criticisms of the current 
empirical literature on mindfulness-based interventions is that it contains a number of 
methodological limitations and weaknesses (Bishop, 2002).  
Whilst this is the case, the existing evidence from a meta-analysis undertaken by 
Baer (2003) does suggest that mindfulness interventions can be effective in reducing 
pain, stress, anxiety, recurrent depression and eating disorders. In her 2003 empirical 
literature review, Baer used meta-analytic techniques to facilitate the quantification of 
study findings. A search of the literature unearthed twenty one studies which met 
inclusion criteria, covering areas such as chronic pain, anxiety, major depressive 
disorder, binge eating, fibro-myalgia, cancer and psoriasis; and participants such as 
college and pre-medical students and community volunteers. Dependent variables 
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generally included common measurement instruments, for example the Symptom 
Checklist-90 Revised, and Hamilton and Beck anxiety and depression scales. Only two 
studies were on MBCT; most other studies measured the effectiveness of an eight to ten 
week MBSR group intervention or a variation of that program. Eight of the studies used 
a pre-post design, whilst ten used a between-groups design. Only seven of the studies 
randomly assigned participants to groups. Sample sizes from the included studies 
ranged from 16 to 142 participants, with a mean age of 45 years. Five studies had 
sample sizes of fewer than 30 participants, which may reduce the ability to accurately 
detect effect sizes. Eleven studies (over half) did not use a control group, whilst ten 
used a treatment as usual or wait list group to compare results to. The absence of a 
control group significantly reduces the ability to compare the effectiveness of 
mindfulness-based treatment relative to other, or current best practice treatments. 
Cohen's d effect sizes were calculated for eighteen studies with sufficient data, and 
ranged from 0.15 (small) to 1.65 (large) at post-test. The mean post-treatment effect 
size was 0.74, reducing to 0.59 (medium) when weighted by sample size. Effect sizes 
were able to be calculated for eight studies at follow-up periods ranging from two to 
fourty eight months. These effect sizes ranged from 0.08 (very small) to 1.35 (large), 
with a mean effect size of 0.59 (medium) once again. Additional analysis by Baer also 
suggested that many participants rated the MBSR program highly however this needs to 
be tempered by the fact that those who did not complete the mindfulness-based 
intervention did not provide ratings of their satisfaction. So in summary, whilst these 
results are encouraging, due to methodological limitations, the clinical significance of 
these studies is difficult to determine and strong conclusions are difficult to draw. Based 
on the Task Force on Promotion and Dissemination of Psychological Procedures 
criteria, MBSR may fall into the "probably efficacious" category (Baer, 2003, p.139).  
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Specifically in relation to anxiety, an early study was conducted by Kabat-Zinn et 
al. (1992) examining the effectiveness of the Mindfulness-based Stress Reduction 
program for 22 individuals, 77% female, with an average age of 38 years, suffering 
three core anxiety disorders: GAD; Panic Disorder with Agoraphobia; and Panic 
Disorder without Agoraphobia. Repeated measures ANOVA demonstrated statistically 
and clinically significant decreases in both self and interviewer rated anxiety over the 
treatment period that was maintained at three month follow-up. A statistically 
significant linear decrease in Panic Disorder (with or without agoraphobia) was also 
found over the treatment period and the follow-up period. After the intervention, 20 of 
the 22 participants showed "marked improvement" in anxiety (and depression) (Kabat-
Zinn et al., 1992, p.941). This study was however limited by small sample size; the lack 
of a randomly selected comparison group (participants served as their own control 
group); and lack of concurrent treatment control (half of the participants were also 
taking medication). That said however, participants not taking medication showed 
equivalent symptom reduction to participants taking medication (Kabat-Zinn et al., 
1992).  
In a more recent study, Shapiro, Brown and Biegel (2007) examined the effect of an 
eight week Mindfulness-based Stress Reduction Program (MBSR), voluntarily 
undertaken by 54 master's level counselling psychology students, 88.9% female, 76.9% 
Caucasian, mean age 29.2 years (SD = 9.07). The MBSR program conducted was 
modelled on the University of Massachusetts program by Kabat-Zinn, and contained: a 
sitting meditation; a body scan meditation; Hatha yoga; a loving-kindness meditation; 
informal practices designed to bring mindfulness into day-to-day life; and 
psychoeducation on non-mindfulness-based stress management techniques. Measures 
included: the Mindful Attention Awareness Scale (MAAS); the Positive and Negative 
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Affectivity Schedule (PANAS); the Perceived Stress Scale (PSS); the State-Trait 
Anxiety Inventory (STAI); the Reflection Rumination Questionnaire (RRQ); the Self-
Compassion Scale (SCS) and a daily mindfulness practice diary (to record minutes of 
practice done as homework). A control group of similar students was also used. They 
found a number of interesting and important results when compared to the control 
cohort. Firstly, MBSR program participants demonstrated significant Pre-Post increases 
in mindfulness (attention and awareness). Secondly, program participants demonstrated 
significant increases in positive affect and self-compassion. They also demonstrated 
significant reductions in: state anxiety; trait anxiety; rumination; negative affect; and 
perceived stress; that is, statistically significant improvements in mental health. Thirdly, 
they demonstrated that an increase in mindfulness over the Pre-Post intervention period, 
predicted a decrease in trait anxiety, rumination, and perceived stress; and a rise in self-
compassion. Lastly, they found no significant mindfulness practice time effect (mean 
55.92 minutes per week). That is, the amount of mindfulness practice undertaken by 
students was unrelated to changes in psychological well-being and distress. Several 
limitations of the study also need to be considered when interpreting these results. 
These include non-randomization of participants, a relatively small sample size of 
mainly women, and no follow-up data (Shapiro et al., 2007).  
 
Acceptance and Commitment Therapy (ACT) 
Acceptance and Commitment Therapy (ACT) is another mindfulness-based 
intervention, which has been described as one of the third generation, or modern forms 
of cognitive and behavioural therapies (Hayes, Luoma, Bond, Masuda, & Lillis, 2006). 
It is philosophically rooted in "functional contextualism" which "views psychological 
events as ongoing actions of the whole organism interacting with historically and 
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situationally defined contexts" (Twohig, Masuda, Varra, & Hayes, 2005, p.102). In 
ACT the "function" (the purpose, effect, impact, or consequence) of a thought, and the 
"context" (the entire set of circumstances) in which it exists (including any concurrent 
physical sensations, feelings, and behaviours), are more important than the "content" 
(the form) of the thought i.e. whether the thought is merely accurate, logical, or 
irrational (Hayes et al., 2012; Twohig et al., 2005). In essence the content of a thought 
is not what matters; how we respond to the thought, (i.e. whether we allow it to interfere 
with us living a valued life) is what matters. As thoughts and feelings are believed to 
cause actions (behaviour) only as controlled by context; it is this context (i.e. our 
relationship with, or attitude towards our thoughts and feelings) that ACT seeks to 
change, rather than the thoughts and feelings themselves (i.e. the content) (Hayes et al., 
2006; Hayes et al., 2012). In changing the context (i.e. approaching our thoughts and 
feelings mindfully) we change the function or effect of those thoughts and feelings (i.e. 
their ability to impact and influence us) (Twohig et al., 2005).  
Relational Frame Theory (RFT) is the theoretical foundation of ACT. It is "a 
functional contextual theory of human language and cognition" that seeks to understand 
"the cognitive roots of both human achievement and human suffering" (Hayes et al., 
2012, p.39). RTF is posited to contain six key relational learning concepts which make 
up the concept of "relational framing". The following explanations and examples are 
adapted from Twohig et al. (2005, p.104-105) and Hayes et al. (2012, p.44-46).  
1. Mutual Entailment: If we learn in a specific context that X is related in a specific 
way to Y, then we can also derive that Y is related in a specific way to X in the same 
context. For example, if a dog (X) is said to be more dangerous than a squirrel (Y), then 
we can also derive that a squirrel (Y) is less dangerous than a dog (X), without having 
to be told (Twohig et al., 2005).  
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2. Combinatorial Entailment: If we learn in a specific context that X is related in a 
specific way to Y, and Y is related in a specific way to Z, then we can also derive that 
there must be a shared relationship between X and Z in the same context. For example, 
if a lion (Z) is said to be more dangerous than a dog (X), and a dog (X) is said to be 
more dangerous than a squirrel (Y), then we can also derive that a lion (Z) must also be 
more dangerous than a squirrel (Y). Here we do not have to meet a lion to know of its 
danger, we have learned it relationally, or via established relationships (Twohig et al., 
2005).  
3. Relational Context: Mutual and combinational entailment relationships 
(relational frames) are regulated by environmental context. For example, yelling "fire" 
outside a burning building (attracting attention) has a different function (effect or 
consequence) to yelling "fire" to a firing squad (demanding that soldiers shoot their 
rifles) (Twohig et al., 2005).  
4. Multiple Exemplar Training: Relational context is obtained only after an 
extremely large number of examples within a range of situational contexts that specify 
both the stimulus and response have been experienced (Twohig et al., 2005).  
5. Transformation of Stimulus Function: In a network of related internal events 
(thoughts, feelings, sensations etc.) the functions (effects) of a particular event are able 
to convert, change or transfer to the stimulus functions (effects) of other, related events. 
For example because of this X, Y, Z relational network (established above), and the 
process of transformation of stimulus function; if we experience a feeling of fear when 
meeting a dangerous lion (Z), we may also experience a feeling of fear when thinking 
about meeting a dog (X) for the first time, before we actually know whether or not the 
dog is dangerous. That is, the feeling of fear associated with the lion transfers between 
events because they are related in a network (Hayes et al., 2012; Twohig et al., 2005).  
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6. Functional Context: A functional context obtained via multiple exemplar 
training, also regulates the transformation of stimulus functions (Twohig et al., 2005). 
That is, the functional context governs which stimulus functions (e.g. fear) are 
transferred or transformed (Hayes et al., 2012, p.48).  
Whilst preventing this natural relational framing process from occurring and self-
perpetuating is theorised to be difficult, changing the functions (effects) produced as a 
result of relational framing is one of the primary goals of ACT (Twohig et al., 2005). 
ACT is different from most other psychotherapies. Whilst ACT typically reduces 
symptoms, the desired outcome is not symptom reduction; it is reduction of suffering. 
The goal is not to feel better; it is to get better at feeling experiences for what they are. 
In ACT, symptom reduction is seen as "a welcome by-product of therapy" (Eifert & 
Forsyth, 2005, p.8). The primary goal of ACT is to help clients to improve their ability 
to live rich and meaningful lives; by living in a mindful and values-congruent way. This 
involves people compassionately accepting themselves and others, choosing valued 
directions for their lives, and committing to taking action that leads them in those 
valued directions (Eifert & Forsyth, 2005; Harris, 2009; Hayes et al., 2006). A simple 
acronym captures the essence of ACT. It is, to: (A)ccept unwanted thoughts, memories, 
images, feelings, urges and bodily sensations, rather than struggling with or avoiding 
them; (C)hoose important life directions that really matter; and (T)ake action to move in 
those valued directions and achieve valued goals (Eifert & Forsyth, 2005; Harris, 2009).  
Similar to DBT, ACT philosophically embraces the dialectic of both acceptance and 
change, as demonstrated in the serenity creed: "accept with serenity what you cannot 
change, have the courage to change what you can, and develop the wisdom to know the 
difference" (Eifert & Forsyth, 2005, p.7). ACT assumes that normal human cognition, 
or the internal use of language including thinking, daydreaming, planning, analysing 
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and evaluating, is responsible for creating psychological suffering (Harris, 2009). The 
primary purpose or aim of ACT is to increase psychological flexibility (Harris, 2009; 
Hayes et al., 2006). Psychological flexibility is defined as "the process of contacting the 
present moment fully as a conscious human being and persisting or changing behavior 
in the service of chosen values" (Hayes et al., 2006, p.9). Being psychologically flexible 
increases quality of life as it allows us to respond more effectively to life's challenges 
and problems (Harris, 2009). As will become evident, ACT contains many of the 
components of mindfulness outlined above.  
ACT contains six interdependent and interweaving core therapeutic processes 
aimed at increasing psychological flexibility (Harris, 2009; Hayes et al., 2006; Hayes et 
al., 2012). The opposites of these processes are suggested to be largely responsible for 
human suffering and pathology (Hayes et al., 2012). These processes are as follows. 
 
Acceptance.  
"Acceptance" in ACT incorporates two constructs; "psychological acceptance" and 
"behavioural willingness" (Hayes et al., 2012). "Psychological acceptance" is achieved 
by intentionally adopting a flexible, open, and non-judgemental stance toward moment-
to-moment experience. "Willingness" is voluntarily choosing to allow and stay in 
contact with internal private experiences or the events which likely cause them (Hayes 
et al., 2012). In practical terms, this means allowing private events such as thoughts, 
feelings and bodily sensations, to be as they are, instead of struggling with, fighting 
against, and avoiding these experiences (Harris, 2009). Acceptance is advocated in 
ACT when there is either limited or no ability to control thoughts or feelings, or when 
controlling these internal events reduces quality of life (Harris, 2009). Acceptance 
involves active embrace, non-evaluation, compassion, kindness, willingness, and 
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openness. It does not involve liking, approving, resignation, or capitulating (Eifert & 
Forsyth, 2005; Twohig et al., 2005).  
Acceptance stands in direct contrast to the more problematic process of experiential 
avoidance (Hayes et al., 2012; Harris, 2009) as defined previously. The desire to avoid 
private experiences such as unpleasant thoughts, feelings, and bodily sensations, also 
leads to the avoidance of situations or actions that generate them; which in turn, can 
severely restrict lives (Hayes et al., 2012).  
 
Cognitive Defusion. 
"Cognitive defusion" is "the process of undermining the behavior regulatory 
functions and literal impacts (e.g., believability) of verbally entangled inner events" 
(Twohig et al., 2005, p.111). This means stepping back, and detaching ourselves from 
unhelpful cognitions such as thoughts, memories, and images, and watching and "seeing 
them for what they are" (passing cognitive events), rather than reacting to them (Harris, 
2009, p.24). It also means changing the way we relate to or interact with our thoughts, 
by reducing how literally we take them (i.e. understanding that a thought is only a 
thought, and is not the actual event that it represents). For example, thinking about a 
previous car accident, does not mean we are literally back in the car accident (Forsyth 
& Eifert, 2007; Harris, 2009; Hayes et al., 2006).  
Cognitive defusion is the antithesis of the pathological process of "cognitive 
fusion", which Eifert and Forsyth (2005, p.88) describe as:  
fusing with or attaching to the literal content of our private experiences. When fusion occurs, a 
thought is no longer just a thought, a word is no longer just a sound; rather, we respond to 
words about some event as if we were responding to the actual event the word describes.  
In practical terms, this means being enmeshed with and tangled up in, cognition (i.e. 
internal language, verbal rules or evaluations), to the extent that it dominates our 
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attention and behaviour, and has the effect of reducing our ability to take effective 
action (Harris, 2009; Twohig et al., 2005). For example, a flashback to a previous car 
accident is an extreme form of being fused with a memory (Harris, 2009), and is likely 
to automatically produce a cognitive "evaluation" that this is "bad", and a "rule" that 
this experience needs to be avoided (Hayes et al., 2012).  
 
Being Psychologically Present (Flexible Attention to the Present Moment). 
"Being psychologically present" means directly and non-judgementally 
experiencing psychological and environmental events as they happen (Hayes et al., 
2006, p.9), and involves voluntarily and flexibly focusing on and paying attention to 
what is present (Hayes et al., 2012). In practical terms, this means being fully 
consciously aware of, connected to, and engaged in, our present moment internal and/or 
external experience (the here and now); rather than dwelling on the past, worrying 
about the future, or operating on auto-pilot (Harris, 2009). This construct is closely 
aligned to the Kabat-Zinn (2005) definition of mindfulness previously outlined.  
Being present is the antithesis of the pathological process of being absent and 
caught up in a conceptualized past and/or future. This includes dwelling on painful 
memories; and/or fantasizing, worrying, or ruminating about the future (Hayes et al., 
2012; Harris, 2009).  
 
Self-as-Context (Perspective Taking).  
“Self-as-context” in ACT promotes the perspective of a “transcendent sense of 
self”. This perspective tries to separate who we are (i.e. ourselves), from what we 
experience (i.e. anxiety provoking thoughts) (Twohig et al., 2005, p.111). In practical 
terms, this means that a changeless part of our mind or self observes (rather than 
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thinks), and has “pure awareness” of our ever-changing thoughts, feelings or bodily 
sensations in any given moment (Harris, 2009). This means that “I” (our “self”) is able 
to be aware of our ongoing flow of experiences without having to become attached to 
them (Hayes et al., 2006).  
Self-as-context is the antithesis of the pathological process of “self-as-content” 
(a.k.a. attachment to the conceptualized self) which is fusing with the negative (or 
positive) description we have constructed of ourselves, as if we were that description 
(Hayes et al., 2012; Harris, 2009). For example, a person may struggle with the thought 
that I “am” an agoraphobic (fused self-as-content); rather than observe that I (my 
“self”) “experience” anxiety provoking thoughts (self-as-context) (Twohig et al., 2005).  
 
Values. 
"Values" are "areas of one’s life or things that one cares about" (e.g. being a good 
mother) that guide behaviour (Twohig et al., 2005, p.113). In ACT, values are freely 
chosen (not socially imposed), actively constructed, and lived in the present moment 
(Hayes et al., 2012). "Valued living" is defined as "ways of responding that give 
increased access to relatively stable, long term sources of positive non-verbal and verbal 
reinforcement" (Blackledge & Barnes-Holmes, 2009, p.42). In practical terms, this 
means determining and choosing: what we stand for; the most important and 
meaningful things in our lives; our life directions in domains such as career or family; 
and our ongoing behaviour (Harris, 2009).  
Deliberately choosing and living to our values is the antithesis of the pathological 
process of not being clear about, or in contact with, our values (Harris, 2009). Behaving 
in ways which are not consistent with our chosen values is also included here (Hayes et 
al., 2012).  
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Committed Action. 
"Committed action" is "effective action linked to chosen values" (Hayes et al., 
2006, p.9). Here, action is continuously redirected towards values, in the service of 
creating more and more values-based behaviour. In ACT, the commitment is in doing, 
in the here and now, not promising or planning to do (Hayes et al., 2012). In practical 
terms, committed action means taking action or behaving in a way that is guided by our 
values, regardless of our feelings at the time (Harris, 2009). What is important in ACT 
is our "ability to take action, even in the face of unwanted internal events" (Bond & 
Bunce, 2003, p.1060).  
Committed action is the antithesis of the pathological process of "unworkable 
action", which is acting in a way that is not moving us toward a richer and more 
meaningful life; the life we want; or a higher quality of life. Unworkable action includes 
impulsive, reactive, automatic, or procrastinating behaviour (Harris, 2009).  
Within ACT, acceptance, cognitive defusion, being psychologically present 
(contact with the present moment), and self-as-context are seen as mindfulness and 
acceptance processes (Hayes et al., 2006). Skills such as acting with awareness, 
observing, describing, and non-judgemental acceptance (found in the mindfulness 
literature) would also fit into this category. The simple, yet powerful ACT exercise of 
"mind watching" (Forsyth & Eifert, 2007) incorporates the practice of all these 
constructs. Within ACT, values and committed action (as well as being psychologically 
present and self-as-context) are seen as commitment and behaviour change (or 
activation) processes (Hayes et al., 2006; Hayes et al., 2012).  
Hayes et al. (2012) have also conceptualised these six processes into three pairs of 
response styles to the challenges of life. Acceptance and defusion are seen as being 
open "to direct experience" (p.68); being psychologically present and self-as-context are 
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seen as being centred "in consciousness and in the social, physical, and psychological 
present" (p.78); and 'values' and 'committed action' are seen as being engaged "with 
closely held values through daily life actions" (p.92). Figure 3.1 represents these six 
core processes.  
 
Figure 3.1 
The Six Core Processes Through which ACT Seeks to Increase Psychological Flexibility. 
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(Hayes, Luoma, Bond, Masuda, & Lillis, 2006, p.8). 
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Empirical Support for ACT 
Examination of the extant empirical literature shows that the evidence supporting 
ACT is well articulated, and that the model is generally supported (Ruiz, 2010). ACT is 
supported by a broad research program on RFT. Evidence from correlational, 
experimental, component, change process, case, and outcome studies is broadly 
supportive and encouraging across a wide range of problems for different groups of 
people (Hayes et al., 2006; Ruiz, 2010).  
Specifically, over thirty correlational studies (mainly using the AAQ) have shown 
that higher experiential avoidance (lower psychological flexibility) is related to lower 
quality of life and higher psychological symptoms such as depression and anxiety 
(Hayes et al., 2006; Ruiz, 2010). A number of experimental studies have also provided 
support for the benefit of acceptance and defusion processes (Hayes et al., 2006; Ruiz, 
2010). Existing outcome studies demonstrate ACT to be significantly more efficacious 
(with medium effect sizes) than control conditions such as wait list, treatment as usual, 
and psychological placebos, at both post-treatment and follow-up. This has been found 
for a number of psychological problems including depression and anxiety, across 
different populations, (Powers, Zum Vörde Sive Vörding, & Emmelkamp, 2009; Ruiz, 
2010).  
That said, the methodological rigor of some of the existing ACT research base has 
been questioned. Ost (2008) in a review of the efficacy of third wave behaviour 
therapies including ACT and DBT concluded that the RCTs used to examine the 
efficacy of third wave treatments included in his analysis used a significantly less 
stringent methodology than did the CBT studies. He also concluded that ACT cannot be 
considered an empirically supported (well established) treatment according to specific 
APA Division 12 Task Force criteria (Ost, 2008). In this regard, Hayes et al. (2006) 
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acknowledge that the evidence base for ACT is not yet mature, and that instruments 
measuring ACT processes are limited. At this point in time, ACT may be best 
considered as a promising intervention (Powers, Zum Vörde Sive Vörding, & 
Emmelkamp, 2009). 
 
ACT for Anxiety Disorder 
Specifically, in regard to anxiety disorder, there is ever increasing support for the 
hypothesis that the "core pathological process" that drives all anxiety disorders is 
avoidance of the negative affect associated with a threat (Eifert & Forsyth, 2005). From 
an ACT perspective, fear and anxiety that is a normal and adaptive part of life becomes 
disordered and maladaptive when people are unwilling to experience it; continually 
struggle with, suppress, flee and avoid the thoughts, feelings, bodily sensations, and 
situations associated with it; and do so at the expense of activities they value, as well as 
important life goals (Eifert & Forsyth, 2005). That is, the two core pathological 
processes of experiential avoidance and cognitive fusion are not harmful unless they 
become rigid, and are used to avoid important values, goals and activities (Glaser, 
Blackledge, Shepherd & Deane, 2009). Avoiding all the things in life that produce fear 
and anxiety can severely restrict our lives (Twohig et al., 2005).  
In ACT, "control" strategies (that we can undertake with our hands and our feet) 
such as avoiding walking in front of an oncoming car, are considered to work well in 
the external world. Trying to control the internal private events associated with anxiety 
and fear however, is considered to be the problem, rather than the solution (Forsyth & 
Eifert, 2007). According to Relational Frame Theory, our internally generated private 
events cannot be controlled (see Twohig et al., 2005). Our internal language travels 
with us, where-ever we go, and we cannot escape it (Forsyth & Eifert, 2007).  
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Empirical Support for ACT for Anxiety Disorder 
A small but rapidly growing and encouraging research base exists for ACT as a 
treatment for stress and anxiety (Twohig et al., 2005). Evidence currently exists 
suggesting ACT is useful in treating OCD; PTSD; agoraphobia; panic attacks; social 
phobia; and workplace stress (Glaser et al., 2009). ACT may also be very well suited to 
a group treatment format for participants suffering a range of anxiety problems or 
mixed anxiety problems, because ACT focuses on changing core processes such as 
experiential avoidance and cognitive fusion that are the same across all anxiety 
disorders (Glaser et al., 2009).  
Kocovski, Fleming and Rector (2009) undertook an open trial of the effectiveness 
of a Mindfulness and Acceptance-Based Group Therapy (MAGT) for social anxiety 
disorder. MAGT is largely based on ACT, with an enhanced mindfulness component. It 
combines mindfulness, acceptance, and exposure strategies. This particular protocol 
involved 12 two hour sessions, which included a number of exercises adapted from 
Eifert and Forsyth (2005). Participants were 42 (29 female and 13 male) anxiety 
disorder clinic outpatients, mean age 34.17 (SD = 11.03), 83% Caucasian, with social 
anxiety disorder.  
Kocovski et al. (2009) found significant decreases in social anxiety (on four 
different self-report measures), depression, and rumination; and significant increases in 
mindfulness (as measured by the MAAS and KIMS) and acceptance (as measured by 
the AAQ), via intention to treat analyses from baseline to post-treatment. They also 
found moderate Cohen's d effect sizes for reduction in social anxiety, and clinically 
significant improvement in 18 participants (43% of the sample). Limitations of the 
study included: a modest sample size; the use of only self-report measures; and no data 
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collected regarding the potential use of other concurrent treatments (Kocovski et al., 
2009).  
As part of the attempt to establish ACT as an empirically supported treatment, 
research efforts have also focused on the efficacy of ACT when compared to more 
established treatments such as CBT. Evidence is accumulating demonstrating that ACT 
may be as efficacious as CBT, however via different processes or mechanisms of 
change (Ruiz, 2010). An early study on the effect of one group ACT intervention on 
depression found it to be not statistically significantly different at post-treatment and 
two month follow-up from the effect of group Cognitive Therapy, for 31 depressed 
women (Ruiz, 2010). That is, both group treatments demonstrated significant and 
equivalent reductions in depressive symptoms over 12 weeks (Zettle & Hayes, 2002).  
More recently, Forman, Herbert, Moitra, Yeomans, and Geller (2007) undertook a 
randomised controlled trial comparing the effectiveness of ACT and Cognitive Therapy 
(CT) (the current "gold standard") on anxiety and depression. One hundred and one 
volunteer participants (57 completers) from a university outpatient clinic, 80.2% 
female, mean age 27.87 (SD = 7.25), 64% Caucasian, took part in the study. Forman et 
al., (2007) found both treatments to be equally effective in reducing anxiety, depression, 
and difficulty in functioning, as well as improving life satisfaction, quality of life, and 
clinician-rated functioning; with large effect sizes. Clinically significant improvements 
were found in most completers. Anxiety was measured via the BAI. Two constructs (as 
measured via the KIMS), mediated outcomes in the CT group. These were observing 
and describing. Three core constructs (as measured via the KIMS and AAQ), mediated 
outcomes in the ACT group. These were experiential avoidance, acting with awareness, 
and acceptance. These results support the notion that different mechanisms of action are 
involved in each therapy.  
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The strengths of this study included: a comparison of treatments; the randomization 
of participants to treatment groups; a heterogeneous sample taken from a community 
outpatient setting (which allows a wider generalizability to community practice 
settings); the careful controlling of potential therapist to treatment allegiance effects; the 
requirement of all 23 therapists to conduct both types of treatment (which helps control 
for therapist effect); and assessing participant outcome expectancy effects.  
The limitations of this study included: no waitlist control group; the concurrent 
measurement of outcomes and mediators (which limits the ability to attribute causality); 
a high rate of participant attrition; and no follow up data (Forman et al., 2007). The 
authors (p.791) concluded that "essentially, our findings indicate that ACT appears to 
be as effective as the gold-standard CBT treatment (CT) in a naturalistic outpatient 
setting using non-expert therapists without a strong allegiance to either approach".  
Forman et al. (2012a) subsequently undertook a follow-up study based on the 
Forman et al. (2007) study, using an overlapping sample. The current sample was made 
up of 132 randomly assigned university students attending a student counselling centre, 
aged 18 to 52 (M = 26.7, SD = 6.4), 79.5% female. The large majority met criteria for 
anxiety and/or depressive disorders. From pre-treatment to 18 month follow-up, 
significant and large effects were found for anxiety, depression, general functioning, 
and quality of life. When comparing the effectiveness of the ACT and CT treatments at 
follow-up, there was no significant difference found in the maintenance of treatment 
effects for anxiety. There were however significantly greater maintenance of treatment 
effects found in the CT group for depression, general functioning, and quality of life. 
Whilst this is an encouraging finding in regard to the long term effects of ACT for 
anxiety disorders, it does raise questions about ACT’s ability to maintain gains made in 
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depression, functioning, and quality of life as effectively as CT in the longer term 
(Forman et al., 2012a).   
Forman et al., (2012b) have also undertaken a study examining both the potential 
effective equivalence of, and different mechanisms of change contained within, ACT 
and CT interventions. For this, they used a sample of 174 randomly assigned students 
(Mage = 27.87, SD = 7.25, 82% female) presenting with anxiety and/or depressive 
disorders. One hundred and one of these students were from the Forman et al., (2007) 
study outlined previously.  
Forman et al. (2012b) found statistically significant improvements in both symptom 
intensity and progress towards goals in both ACT and CT treatment groups over time. 
They also found no meaningful differences in these improvements between the two 
treatment groups over time. In addition, they found that whilst moving toward the use 
of cognitive and affective change strategies (such as disputing and restructuring 
unhelpful thoughts) facilitated outcome in the CT group; moving toward the use of 
psychological acceptance strategies (for aversive internal events) facilitated the 
outcome in the ACT group. This finding again supports the notion that whilst CT and 
ACT may demonstrate similar levels of efficacy, different mechanisms of action 
(change) may be involved. That said; they also found that decreases in dysfunctional 
thinking, and increases in cognitive defusion and willingness mediated both the ACT 
and CT groups equally, complicating the distinction between the mechanisms of action 
(change) somewhat. One important limitation in this study was the use of a specifically 
developed measure which lacked full psychometric validation (Forman et al., 2012b).  
Even more recently in a methodologically rigorous study, Arch et al. (2012) used an 
RCT to compare the efficacy of ACT relative to the gold-standard CBT in treating 128 
individuals (Mage = 38, 52% female) with at least one DSM-IV diagnosed anxiety 
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disorder. Participants were randomized to either an ACT condition using a protocol 
developed by Eifert & Forsyth (2005) or a CBT condition following a specifically 
designed treatment manual for anxiety disorders. Individual treatment was provided for 
one hour per week for 12 weeks by clinical psychology doctoral student therapists.  
Hierarchical multiple linear modelling using an ITT sample found that both the 
ACT and CBT groups demonstrated a substantial statistically significant improvement 
in anxiety from pre-treatment to post-treatment. Moderate effect sizes were found for 
the anxiety sensitivity, worry, and fear questionnaires; whilst very large effect sizes 
were found for clinical severity ratings of anxiety. These results were either improved 
or maintained at over the follow-up period. In addition, both groups did not demonstrate 
statistically significant differences on any of the clinician-rated and self-report measures 
of anxiety at either post-treatment or 12 month follow-up. Whilst the CBT group did not 
demonstrate a significantly higher quality of life than the ACT group at post-treatment, 
they did however do so at 12 month follow-up. The authors concluded that both 
treatments were highly efficacious and that the use of ACT for treating anxiety 
disorders is highly viable (Arch et al., 2012).  
In summary, the results reported here for the efficacy of ACT for anxiety disorders 
are encouraging, however more are obviously needed. If ACT is found to be as 
efficacious as the current gold-standard treatments, it provides another alternative for 
clients who do not respond well to established treatments of choice. Whilst evidence of 
the efficacy of ACT has been reported for a broad range of problems, limitations within 
the early ACT research base have also been identified and need to be taken into 
account. That said; the existing limitations in the early ACT research base are 
characteristic of any newly developing psychotherapy (Ruiz, 2010), and increased 
methodological rigor is evident in more recent research.  
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As outlined above, anxiety has previously been found to be related to and 
precipitate NSSI. If anxiety is also found to directly predict NSSI and is therefore 
affirmed as a risk factor, then this finding would help inform treatment development for 
NSSI. In doing so, it would both expand the current empirical literature and move it 
forward. Providing treatment in a usable format is also obviously important for 
consumers. Mindfulness and acceptance-based interventions currently exist in 
individual, group, and workshop formats. However, a mindfulness and acceptance-
based intervention that is easily accessible, cost-effective, and presented in a self-help 
format may also be particularly appealing. The finding of the efficacy of such an 
intervention would also both expand and progress the extant empirical literature. With 
sufficient empirical support, it would also open up another viable treatment option for 
those who are unable to afford, access, or attend alternative formats or types of 
treatment. This self-help format, if overseen by a mental health professional, may also 
prove to be a viable treatment option for high school and university counselling centres 
where effective treatments for stress, anxiety and/or NSSI are required.  
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CHAPTER FOUR  
Rationale and Hypotheses  
 
Within this review, it has been argued that the primary function of non-suicidal 
deliberate self-injuring behaviour is to escape tension and overwhelming negative affect 
and arousal; that is, experiential avoidance. Empirical evidence already exists 
demonstrating a relationship between self-injuring behaviour and stress, anxiety 
(including PTSD), and sexual abuse (see Briere & Gil, 1998; Cloitre, Koenen, Cohen, 
& Han, 2002; Laye-Gindhu & Schonert-Reichl, 2005; Zlotnick, Mattia, & Zimmerman, 
1999). Evidence also exists that anxiety is an important emotional antecedent to NSSI 
(Chapman & Dixon-Gordon, 2007). PTSD and sexual abuse have also been found to be 
related (see Walker & Mildred, 2007 and Nock & Prinstein, 2005).  
In this review it was also argued that both internal and external stressors, which can 
lead to stress, fear, anxiety, and other major psychological and physical health 
problems; are a normal part of life, and cannot be avoided. Research shows that anxiety 
disorders are prevalent in modern society, markedly impair quality of life, and are 
associated with significant functional disability (see Buist-Bouwman et al., 2006; Koury 
& Rapaport, 2007; McEvoy, Grove & Slade, 2011; Mendlowicz & Stein, 2000). As a 
result, the establishment of a range of effective interventions (which can be chosen 
based on individual preference) to assist people to cope with stress, fear and anxiety is 
essential. Higher levels of anxiety, stress, worry, and depression have also been strongly 
related to the inability to tolerate distress (see Huang, Szabo & Han, 2009), and lower 
distress tolerance uniquely predicts higher worry. It has been theorised that low distress 
tolerance is a key variable reported by those who engage in NSSI. It is likely therefore 
that amidst the array of complex developmental and contextual drivers of NSSI, high 
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anxiety and low distress tolerance may be vulnerabilities for a person to develop NSSI 
behaviour. 
If, as theorised, people use NSSI primarily to avoid aversive experiences, then it is 
possible that they would also use other maladaptive coping strategies to achieve the 
same ends. One cluster of behaviours which can be conceptualised as avoidance coping 
is alcohol and drug usage. It is noted in the review however, that the evidence for a 
relationship between drug and alcohol use and self-injurious behaviour is currently 
limited and equivocal. It has been argued that a two dimensional approach-avoidance 
model best conceptualises the structure of coping, and that whilst avoidant coping may 
reduce stress and anxiety in the short term; it is maladaptive if used over the longer 
term. Avoidant coping is a major adolescent coping style and based on its relationship 
with stress and anxiety (including PTSD) (see Crockett et al., 2007; Gomez & 
McLaren, 2006; Johnson, Sheahan, & Chard, 2003; Vulic-Prtoric & Macuka, 2006), 
avoidant coping has been theoretically related to non-suicidal self-injuring behaviour. 
Additionally, empirical evidence is also emerging to suggest that the use of avoidant 
coping strategies is related to non-suicidal self-injuring behaviour, however this 
evidence is very limited, and due to methodological inconsistencies, results to date have 
been somewhat mixed (see Andover et al., 2007; Brown, Williams & Collins, 2007; 
Hasking et al., 2008). It has also been shown that cognitive and behavioural experiential 
avoidance is a primary component of anxiety symptomatology and disorder, and the use 
of avoidant coping strategies has been moderately correlated with anxiety (including 
PTSD).  
If, as postulated, people who self-injure also use other forms of avoidance to cope 
with aversive experiences (i.e. generally cope using experiential avoidance), then those 
same people may also be lower in experiential acceptance (e.g. mindfulness). In relation 
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to coping with, and responses to stress and distress, an emerging literature contains the 
argument that mindfulness meditation is analogous to, and theorised to be, a form of 
interoceptive exposure therapy. Preliminary evidence suggests that mindfulness-based 
interventions such as MBSR are "probably efficacious", and can increase mindfulness 
and self-compassion, and reduce anxiety (see Baer, 2003; Kabat-Zinn et al., 1992; 
Shapiro et al., 2007). Research also shows that mindfulness and acceptance-based 
interventions such as ACT are effective in increasing acceptance and mindfulness skills, 
and treating a range of anxiety disorders (see Ruiz, 2010). Both MBSR and ACT have 
achieved clinically significant improvements in many patients suffering anxiety. Higher 
levels of mindfulness have also been found to be associated with less use of avoidant 
coping, less perceived stress, and lower trait anxiety (see Weinstein et al., 2009). As 
such a key feature of the current research is investigating whether there is a relationship 
between mindfulness skills and NSSI. If such skills are low in people who self-injure, 
then developing evidence based interventions focussed on increasing such skills could 
give clinicians a potential focus for their work with people who are frequently 
distressed by overwhelming negative affect, and who engage in NSSI.  
As outlined, self-injurious behaviour is related to, and influenced by, many 
biopsychosocial and developmental risk factors (i.e. current context and history), 
leaving related variables only explaining small amounts of variance. Even so, an 
important and workable question that can be practically explored is whether anxiety, 
levels of mindfulness, as well as the methods and skills that adolescents and young 
adults use to cope with their anxiety, are systematically related to non-suicidal self-
injuring behaviour.  
In relation to this, another important research question is whether a cost-effective 
self-help style mindfulness and acceptance-based intervention is effective in increasing 
  96 
mindfulness as well as reducing the experience of high or overwhelming negative 
affect. Answering both these research questions in the affirmative would provide 
evidence for such an intervention having potentially very important clinical 
implications for people who self-injure.  
Based on the existing theoretical literature and empirical research reviewed and 
analysed above, it is therefore hypothesised that: there is a systematic relationship 
between higher frequency of non-suicidal self-injuring behaviour and (in order of 
relative theoretical importance): higher levels of trait anxiety; lower levels of 
mindfulness; higher use of avoidant coping strategies; lower use of approach coping 
strategies; and higher use of drugs and alcohol . It is also hypothesised that these 
variables will predict higher frequency of non-suicidal self-injuring behaviour 
(hypothesis one).  
As discussed earlier, the definition of NSSI refers specifically to self-injury causing 
tissue damage. As outlined, the most common form of NSSI, particularly in clinical 
populations, is self-cutting. For this reason, an additional aim for this research was to 
compare the aforementioned variables in people who self-cut with those who have no 
history of self-injury to gain some understanding of what factors could be potentially 
useful to target in treatment. In keeping with the overall hypothesis one, it was also 
hypothesised therefore that: the scores for a body cutting group would be statistically 
significantly higher for the trait anxiety, avoidant coping, and substance use variables; 
and statistically significantly lower for the mindfulness and approach coping variables; 
when compared to a no NSSI group (hypothesis 1.B).  
A third research focus in Study one was to examine this sample’s motivations for 
self-injury, and to compare self-reports as to why they engage in self-injury with some 
of the key tenets of the Experiential Avoidance Model. It was also hypothesised 
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therefore that: people would tend to report reasons for self-injuring which are consistent 
with avoiding and/or regulating overwhelming negative affect (hypothesis 1.C). 
Clearly, there are both practical difficulties and ethical dilemmas involved in 
undertaking experimental research with variables such as anxiety and self-injury. Given 
that, to confirm the above hypothesis, a cross-sectional correlational study using valid 
and reliable instruments, will be useful. The study (Study one) will examine the 
relationship between the aforementioned hypothesised variables, and their prediction of 
the frequency of non-suicidal self-injuring behaviour in university students. The 
information gleaned from such an approach can help inform the content of appropriate 
intervention programs. McDonald (2006) suggests self-mutilation prevention programs 
for adolescents should emphasise increasing coping skills. To date, few evidence-based 
preventative interventions have been developed for non-suicidal self-injuring behaviour 
(Prinstein, 2008).  
In addition, therefore, based on the literature and research reviewed and analysed 
above, it is also hypothesised that: an effective mindfulness and acceptance-based 
intervention for anxiety will increase: trait mindfulness (attention and awareness); core 
mindfulness skills; experiential acceptance; ability to take action (even whilst 
experiencing anxiety); and ability to tolerate emotional distress; and will decrease: 
levels of anxiety; use of avoidant coping; and disruption to work, school, social, and 
family life due to anxiety (hypothesis two).  
Study two will examine the effectiveness of one such intervention in increasing and 
decreasing the aforementioned hypothesised variables. As mentioned, if the hypotheses 
of the first and second studies are confirmed, it could be argued that this intervention 
could be effective in reducing self-injuring behaviour that is performed to regulate 
overwhelming negative affect and arousal, due to high levels of anxiety. If only the 
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hypothesis for Study two is confirmed, then a successful trial of a mindfulness and 
acceptance-based intervention with university students suffering moderate to severe 
anxiety would also be useful (Study two). Confirmation of the hypothesis for Study one, 
or confirmation of the null hypothesis in both studies would also supply new research 
data to contribute to the overall NSSI field. 
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CHAPTER FIVE 
Study One: Mindfully Coping with Non-Suicidal Self-Injury 
 
Method 
Participants 
One hundred and fourty female undergraduate students recruited from a 
Metropolitan Melbourne university aged between 17 and 51 years (M = 22.08, SD = 
6.07) participated in this cross-sectional correlational design study. Undergraduate 
students were specifically chosen to be able to generate comparisons with previous 
research. Whilst rates of deliberate self-harm between males and females have not been 
found to be significantly different (e.g. Gratz, 2002), substantial gender differences in 
the risk factors for self-harming behaviour have been found (Gratz, 2002). As a result, 
examination of risk factors for self-harming behaviour should occur within gender 
groups. As the current study experienced a large gender volunteer response bias, with 
only a small number of male students volunteering to participate; male participants 
were excluded from the current study to provide the ability to draw specific conclusions 
and interpretations from a pure female sample. 
 
Procedure 
Participants for the study were recruited via the placement of explanatory flyers 
throughout the university, and the provision of a three minute verbal presentation to 
students during a number of undergraduate lectures. The explanatory flyer advertised a 
research study being conducted regarding the potential link between anxiety, the use of 
particular strategies to cope with stress, and mindfulness of day to day experiences, and 
self-harming behaviours in young people. The study was open to all undergraduate 
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students who were prepared to spend an estimated 30 minutes to complete and return an 
anonymous questionnaire. Questionnaires could be obtained from an advertised location 
outside an office within the university psychology building. The three minute verbal 
presentation outlined the study and the constructs being measured; the importance of 
the topic and accurate and honest answers; the benefits of conducting the research; and 
its relevance to young people such as themselves. It was also explained that as the study 
was seeking to establish normative data on anxiety, strategies use to cope with stress, 
and levels of mindfulness skills; all students were eligible to participate, not just those 
who had experience with NSSI. It was also emphasised that no lecture attendee was 
under any obligation to participate. No inducements to participate were offered. 
Approximately five hundred research envelopes were handed out to potential 
volunteers, some of who completed and returned them at their earliest convenience over 
the following few weeks. Each research envelope contained: a plain language statement 
(which explained the study and fully informed volunteer participants of the potentially 
disturbing subject matter); a list of telephone numbers for clinical support services; a 
reply paid return addressed envelope; and a master questionnaire containing the 
demographic questions and a copy of the individual inventories. The project was 
approved by the university human research ethics committee, and participants were 
advised that informed consent to participate was assumed by the voluntary return of the 
anonymous questionnaire.  
 
Measures 
For the purposes of this study, a combined questionnaire was compiled which 
contained demographic questions and six publicly available self-report measures. 
Permissions were obtained from the respective authors. The questionnaire took 
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approximately thirty minutes to complete. Demographic questions enquired about age, 
gender, and ethnicity, and the self-report measures included were as follows.  
The Deliberate Self-Harm Inventory (DSHI; Gratz, 2001) is an extensively used 
behaviourally-based self-report questionnaire containing 17 items measuring the 
frequency, duration, and severity of various forms of non-suicidal self-injuring 
behaviour undertaken over a lifetime. Table 5.3 lists the kinds of behaviour measured. 
The DSHI is specifically based on the definition of non-suicidal self-injury quoted in 
the introduction. The psychometric properties of the DSHI have been measured in both 
college students and hospitalized patients (Fliege et al., 2006; Gratz, 2001). High 
internal consistency reliability has been found in college students (.82) (Gratz, 2001) 
and in a German clinical sample (.81) (Fliege et al., 2006). Test–retest reliability of .68 
over a two to four week period is also adequate for college students (Gratz, 2001). Test–
retest reliability of .91 over 7 to 150 days (n = 38, M = 68 days) has also been found for 
summed self-harming behaviour scores in a German clinical sample (Fliege et al., 
2006). Construct, discriminant, and convergent validity have all been found to be 
adequate (Gratz, 2001). Individual frequency scores on each form of self-injuring 
behaviour were summed together to determine an overall score on the continuous 
variable of frequency of non-suicidal self-injuring behaviour. The Cronbach’s alpha 
coefficient in the current study sample for frequency of non-suicidal self-injuring 
behaviour was .74 [without item 17 “Anything Else?” included; see Fliege et al. 
(2006)]. For this study, an extra question ("What motivated you to do this to yourself? 
i.e. what was the reason for doing this?") was added to each of the 17 types of self-
injuring behaviour enquired about. This was designed to provide additional qualitative 
data and a more detailed understanding as to why a participant undertook each 
particular type of self-harming behaviour. This question was specifically added to each 
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of the 17 types of NSSI behaviour listed in the DSHI to help identify motivational 
differences between these specific types of NSSI. For example, body cutting may have 
been motivated by anxiety, whereas punching oneself may have been motivated by 
anger. Using an additional separate measure of the functions of NSSI that did not align 
to the existing 17 types of NSSI in the DSHI was not considered appropriate, as would 
not allow identification of these motivational differences.  
The State-Trait Anxiety Inventory (STAI; Spielberger, Gorsuch, Lushene, Vagg & 
Jacobs, 1983) is a very widely used self-report questionnaire containing two 20 item 
scales which measure either levels of "state" anxiety or "trait" anxiety. For this study, 
only the trait anxiety scale was used. For each of the 20 trait scale items (e.g. "I feel 
nervous and restless"), respondents rate how they "generally" feel on a four point Likert 
scale from 1 - "Almost Never" to 4 - "Almost Always". The STAI trait scale is based on 
the definition of trait anxiety provided in the introduction. The STAI exhibits sound 
psychometric properties. The STAI manual reports good 104 day test-retest reliability 
of .73 in male college students and .77 in female college students, and excellent 
Cronbach's alpha internal consistency of .90 in male college students and .91 in female 
college students for the trait anxiety scale. The Cronbach’s alpha coefficient in the 
current study sample was .94. The manual also reports adequate construct, concurrent, 
convergent and divergent validity (Spielberger et al., 1983). Overall scores range from 
20 to 80 on the continuous variable of level of trait anxiety.  
The Coping Orientation to Problems Experienced (COPE: Carver, Scheier, & 
Weintraub, 1989) is a widely used 60 item self-report questionnaire that assesses 
various ways that people cope when experiencing stress. The COPE is reported by the 
authors to have three higher order factors (problem-focused coping, emotion-focused 
coping, and avoidant coping). Recent research however indicates that the COPE 
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Inventory may factor analyse better into approach-avoidance dimensions (Litman & 
Lunsford, 2009). The COPE contains 15 subscales that represent 15 different coping 
strategies (e.g. Behavioural Disengagement). The dispositional or trait-like version of 
the COPE was used in this study. This version assesses what people "usually" do and 
feel when experiencing a stressful event (e.g. "I just give up trying to reach my goal"). 
Each of the 60 items are rated on a Likert scale from 1 - "I usually don't do this at all" to 
4 - "I usually do this a lot". The definitions of each of the coping strategies used in the 
COPE are provided in the introduction.  
The COPE was initially found to have acceptable test-retest reliability, internal 
consistency, and convergent and discriminant validity in college student samples. Note 
however that the Cronbach's alpha for the Mental Disengagement scale was .45 (Carver 
et al., 1989). Recently, the COPE has been found to have sound psychometric properties 
in a community sample of primarily university students. Internal consistency figures for 
the higher order factors were: problem-focused coping .77; emotion-focused coping .79; 
and avoidant coping .79 (Hasking et al., 2008). Scores for each subscale or coping 
strategy range from 4 to 16 (except for the alcohol-drug disengagement subscale which 
has two questions and ranges from 2 to 8), creating continuous variables. The subscales 
included in the current study were: level of use of behavioural disengagement; level of 
use of mental disengagement; level of use of denial; level of use of alcohol-drug 
disengagement; level of use of positive reinterpretation and growth; level of use of 
planning; level of use of active coping; and level of use of suppression of competing 
activities. The Cronbach’s alpha coefficients for the subscales included in the current 
study were: level of use of behavioural disengagement .74; level of use of mental 
disengagement .46; level of use of denial .68; level of use of alcohol-drug 
disengagement .90; level of use of positive reinterpretation and growth .82; level of use 
  104 
of planning .87; level of use of active coping .76; and level of use of suppression of 
competing activities .53.   
The Kentucky Inventory of Mindfulness Skills (KIMS: Baer et al., 2004) is a 39 item 
self-report measure, which assesses "the general tendency to be mindful in daily life" 
(p.193). The KIMS conceptualisation of mindfulness is most strongly influenced by the 
skills taught in DBT. The definitions of mindfulness and each of the skills measured can 
be found in the introduction. The scale is trait oriented in that is asks the respondent's 
opinion of what is "generally true" for them. Each of the 39 items are rated on a five 
point Likert scale ranging from 1 - "Never or Very Rarely True" to 5 - "Very Often or 
Always True". Example questions for the four core mindfulness skills measured 
include: observing ("I notice changes in my body, such as whether my breathing slows 
down or speeds up"); describing ("I’m good at finding the words to describe my 
feelings"); acting with awareness ("When I’m doing something, I’m only focused on 
what I’m doing, nothing else"); and accepting without judgement ("I criticize myself for 
having irrational or inappropriate emotions").  
The KIMS has been found to exhibit good psychometric properties. Adequate to 
good test-retest reliability (observe .65; describe .81; act with awareness .86; accept 
without judgement .83), high internal consistency (observe .91; describe .84; act with 
awareness .83; accept without judgement .87), and a clear four factor structure were 
initially found in samples of college students. Adequate support was also found for the 
convergent and discriminant validity of the KIMS, via confirmation of expected 
relationships between the KIMS mindfulness skills and mental health. The Cronbach’s 
alpha coefficients in the current study sample were: observing .86; describing .91; 
acting with awareness .78; and accepting without judgement .90. Scores for each item 
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are summed to form the continuous variables of level of observing, level of describing, 
level of acting with awareness, and level of accepting without judgement.  
The Alcohol Use Disorders Identification Test (AUDIT: Babor, Higgins-Biddle, 
Saunders, & Monteiro, 2001) is a ten item self-reported screening measure assessing the 
quantity, frequency, and level of harmfulness of alcohol use. Three domains are 
evaluated: consumption; dependence and alcohol-related problems. Examples of 
questions include: consumption ("How often do you have a drink containing alcohol?"); 
dependence ("How often during the last year have you needed a first drink in the 
morning to get yourself going after a heavy drinking session?"); and alcohol-related 
problems ("Have you or someone else been injured as a result of your drinking?").  
The AUDIT exhibits sound psychometric properties. Research has consistently 
demonstrated its validity, and test-retest coefficients of .87 have been found in a general 
U.S. population sample (Reinert & Allen, 2007). High internal consistency (Cronbach's 
alpha of .83) has been found in numerous studies including a specific sample of 
university students (Young & Mayson, 2010). The Cronbach’s alpha coefficient in the 
current study sample was .83. The AUDIT has also been found to be the best screening 
instrument to effectively identify those with risky, hazardous, and harmful drinking 
patterns (sensitivity 51%-97% and specificity 78%-96%) (Fiellin, Carrington, & 
O’Connor, 2000). Items are summed to provide a total score ranging from 0-40 on the 
continuous variable of level of harmfulness of alcohol use. Higher scores signify more 
harm. For example, scores between 0-7 indicate low risk; 8-15 indicates moderate risk; 
16-19 indicates high risk or harm; and a score of 20 or more indicates definite harm and 
almost certain dependency.  
The Drug Abuse Screening Test (DAST-28: Skinner, 1982) is a 28 item self-
reported screening measure assessing a range of problems related to drug use, for a 
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wide variety of commonly used substances (excluding alcoholic beverages), over the 
last 12 months. Questions (e.g. "Have you used drugs other than those required for 
medical reasons?") are answered in a Yes or No format. Twenty item and ten item 
versions of the DAST have also been created. The ten item DAST-10 was used in this 
study.  
The DAST-10 exhibits satisfactory reliability and validity. High internal 
consistency (alpha = .86 and .94), test-retest reliability (r = .71), and a one-dimensional 
factor solution, have been found in psychiatric patient samples. The Cronbach’s alpha 
coefficient in the current study sample was .77. Using cut-off scores of 1/2 to 3/4, 
sensitivity in the DAST-10 has been found to range from 41% to 95%, and specificity 
has been found to range from 68% to 99% (Yudko, Lozhkina, & Fouts, 2007). Items are 
summed to provide a total score ranging from 0-10 on the continuous variable of level 
of problems related to drug use. Higher scores signify more problematic drug use. For 
example, scores of 0 indicate no drug problems; 1-2 indicates low level problems; 3-5 
indicates moderate problems; 6-8 indicates substantial problems; and a score between 9-
10 indicates severe drug problems. For the DAST-10, the recommended cut-off score to 
indicate likely substance abuse or dependence is 3 or above (Yudko et al., 2007).  
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Results 
Descriptive Statistics 
Sample Demographics. 
Table 5.1 shows the age range in this sample of 140 anonymous female volunteer 
participants was between 17 and 51 years, (M = 22.08, SD = 6.07). Eighty eight percent 
were aged between 18 and 25. Seventy seven percent classified themselves as 
Caucasian, twelve percent as Asian, nine percent as Other, and two percent were 
unidentified.  
 
Table 5.1  
Descriptive Statistics – Demographics – for all Participants 
Variable Mean (SD) Min. Max. 
Age 22.08 (6.07) 17 51 
Age when first deliberately self-Injured 14 (4.00) 5 29 
Age when last deliberately self-injured 18 (4.56) 5 34 
Duration of deliberate self-injuring behaviour  4 (4.61) 1 day 23 Yrs 
 
NSSI. 
In the current sample, 74 of the 140 female participants (53%) reported deliberately 
injuring themselves at least once in their lives. Eighteen participants reported self-
injuring in the last year. Frequency of deliberate self-injury ranged from only once, to a 
report by one participant of over one thousand two hundred times (see Table 5.2). Of 
the 74 participants who reported self-injuring, thirteen (18%) have self-injured fifty 
times or more, 21 (28%) have self-injured less than three times, and only eleven 
reported that they sought medical treatment as a result of their self-injury. Half of the 
participants who deliberately injured themselves used multiple methods, the most used 
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methods being: cutting and severely scratching of the body; carving words and sticking 
pins into the skin; preventing wound healing; and punching themselves.  
 
Table 5.2  
Descriptive Statistics – Non-Suicidal Self-Injury – for all Participants 
 No. % 
Those who have never deliberately self-injured 66 47% 
Those who have deliberately self-injured at some point in their lives 74 53% 
Those who have deliberately self-injured in the last year 18 24% 
Those who have deliberately self-injured only once 12 16% 
Those who have deliberately self-injured less than 3 times (Experimental) 21 28% 
Those who have deliberately self-injured 50 times or more (Chronic) 13 18% 
Those who required medical treatment 11 15% 
Those who used more than one type of deliberate self-injury 37 50% 
Those who used four or more types of deliberate self-injury 14 19% 
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Table 5.3  
Number of Participants Reporting Various Types of Deliberate Self-Injuring Behaviour  
Type of Deliberate Self-Injury  No. 
1. Body cutting 41 
2. Severely scratching 22 
3. Sticking pins 17 
4. Carving words into the skin 17 
5. Preventing healing 15 
6. Punching oneself 11 
7. Banging one's head 10 
8. Burning with a lighter or match 8 
9. Carving pictures into the skin 7 
10. Biting oneself 4 
11. Burning oneself with a cigarette 4 
12. Scrubbing bleach  2 
13. Rubbing glass 2 
14. Sandpapering 1 
15. Breaking bones 1 
16. Dripping acid 1 
17. Other (participant specified) included 23 
 Pill, Drug or Alcohol Overdose or Abuse 11 
 Hitting Themselves  4 
 Hurting Themselves with Objects 3 
 Striking Hard Surfaces 2 
 Starvation or Purging 1 
 Pulling Hair 1 
 Strangling Themselves 1 
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Trait Anxiety. 
Descriptive statistics for the level of trait anxiety variable in the current sample can 
be seen in Table 5.4. These statistics are similar to those found in a sample of 531 U.S. 
female college students published in the Manual for the State-Trait Anxiety Inventory 
(STAI) Form Y (Spielberger et al., 1983); with the mean being slightly higher in the 
current Australian sample. 
 
Table 5.4  
Descriptive Statistics – Trait Anxiety – for all Participants 
 Current      
Sample 
Comparison 
Sample 
STAI 
Variable  Mean (SD) Mean (SD) Score 
Range 
Trait Anxiety 42.29 (11.33) 40.40 a (10.15 a) 20 - 80 
a
 United States Female College Student Sample (Spielberger et al., 1983).  
 
Mindfulness Skills. 
Descriptive statistics for the level of mindfulness skills variables can be seen in 
Table 5.5. These statistics are similar to those found in a sample of 215 U.S. 
undergraduate college students (the majority being young Caucasian females) published 
in the original article outlining the development of the KIMS (Baer et al., 2004); with 
each mindfulness skill mean being slightly lower, and each standard deviation being 
slightly higher, in the current Australian sample.  

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Table 5.5 
Descriptive Statistics – Mindfulness Skills Variables – for all Participants  
 Current      
Sample 
Comparison 
Sample a 
COPE 
Variable  Mean (SD) Mean (SD) Score 
Range 
Observing  36.98 (8.26) 38.63 (7.80) 12 - 60 
Describing  26.87 (6.75) 28.21 (5.48) 8 - 40 
Acting with Awareness  27.94 (5.57) 29.22 (5.37) 10 - 50 
Accepting without Judgement  29.22 (7.60) 29.61 (6.50) 9 - 45 
a
 United States Undergraduate College Student Sample (Baer et al., 2004).  

Coping Strategies. 
Descriptive statistics for the level of use of coping variables can be seen in Table 
5.6. These statistics are similar to those found in a sample of 1030 U.S. college students 
published in the original article outlining the development of the COPE (Carver et al., 
1989); with the mean behavioural disengagement coping being slightly higher, and the 
mean approach coping variables being slightly lower in the current Australian sample.  
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Table 5.6 
Descriptive Statistics – Coping Variables – for all Participants 
 Current      
Sample 
Comparison 
Sample a 
COPE 
Variable  Mean (SD) Mean (SD) Score 
Range 
Avoidant Coping     
Behavioural Disengagement 6.45 (2.29) 6.11 (2.07) 4 - 16 
Mental Disengagement 9.35 (2.53) 9.66 (2.46) 4 - 16 
Denial 5.43 (1.66) 6.07 (2.37) 4 - 16 
Alcohol-Drug Disengagement 2.71 (1.31) N/av #   2 - 8 
Approach Coping    
Positive Reinterpretation & Growth 11.55 (2.77) 12.40 a (2.42) 4 - 16 
Planning 11.08 (3.04) 12.58 (2.66) 4 - 16 
Active 10.55 (2.56) 11.89 (2.26) 4 - 16 
Suppression of Competing 
Activities 
8.97 (2.03) 9.92 (2.42) 4 - 16 
The dispositional or trait-like version of the COPE was used in the current study.  
a
 United States College Student Sample for the Dispositional COPE scales (Carver et al., 1989).  
# The Alcohol-Drug Disengagement scale used in the current study contained two questions. The Alcohol-Drug Disengagement 
scale used in the original COPE study contained one question so means and standard deviations are not comparable.  
 
Substance Use. 
Descriptive statistics for the substance use variables can be seen in Table 5.7, 5.8 
and 5.9. The level of harmfulness of alcohol use results in the current sample are 
comparable with those of students from three universities in the south of England, 
however they are also lower than others found in the literature (see Heather et al., 2011, 
p274). Audit scores in university student samples appear to vary widely, as can be seen 
in a study by Heather et al., (2011) with 770 undergraduate students (62.20% women, 
75.40% "white") from seven universities in the South, Midlands and North of England. 
Mean AUDIT scores ranged between 5.3 and 14.1, and standard deviations ranged 
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between 5.2 and 7.5 for the seven universities sampled. The level of problems related to 
drug use results in the current sample are not able to be compared as no sample means 
or standard deviations for college students can be found in the literature at this point in 
time.   
 
Table 5.7  
Descriptive Statistics – Substance Use Variables – for all Participants  
 Current      
Sample 
Comparison 
Sample 
Scale 
Variable  Mean (SD) Mean (SD) Score 
Range 
Harmfulness of Alcohol Use 5.95 (5.17) 9.9 (6.9) a AUDIT  
0 - 40 
Problems Related to Drug Use 0.66 (1.36) N/av 
 
DAST-10  
0 - 10 
a
 English University Student Sample (Heather et al., 2011).  
 
Table 5.8  
Descriptive Statistics – Harmfulness of Alcohol Use  
Harmfulness of Alcohol Use No. % 
No Risk of Harm from Alcohol Use  16 11% 
Low Risk of Harm from Alcohol Use 78 56% 
Moderate of Harm from Alcohol Use 41 29% 
High Risk of Harm from Alcohol Use 5 4% 
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Table 5.9  
Descriptive Statistics – Problems Related to Drug Use  
Problems Related to Drug Use No. % 
No Drug Problems  94 68% 
Low Level Drug Problems  37 27% 
Moderate Drug Problems  6 4% 
Substantial Drug Problems  2 1% 
Unknown 1 0% 
 
Inferential Statistics 
Data Screening and Transformations 
To prepare the dataset and to ensure that each variable met the assumptions of 
multivariate statistical analysis, data cleaning was undertaken. Each variable was 
examined separately for the 140 participants using the Explore function within SPSS 
statistics software. No participants needed to be excluded due to unsuitability or 
excessive missing data. Missing data was minimal (less than five percent) and shown to 
be missing completely at random using the Little's MCAR Test in SPSS Missing Values 
Analysis for each variable. In the small number of cases where there was only one or 
two items of missing data from a questionnaire, the Estimation Maximisation (EM) 
function in SPSS was used to estimate and replace the missing item score. Data 
replacement was not used on the frequency of non-suicidal self-injury variable.  
Outlying cases are defined as scores or values on a measured variable that are so 
extreme that they distort statistics (Tabachnick & Fidell, 2007). In the current study, 
standardized scores greater than 3.29z standard deviations (p < .001, two tailed) from a 
variable’s mean score were considered to be univariate outliers (Tabachnick & Fidell, 
2007). These raw scores were adjusted to the same value as the highest or lowest 
(whichever was appropriate) existing variable score which was within 3.29z standard 
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deviations of the variable mean. Eight outlying scores for the frequency of non-suicidal 
self-injury variable were adjusted. Three outlying scores for the level of problems 
related to drug use variable were adjusted. Two outlying scores for the level of use of 
alcohol-drug disengagement coping variable were adjusted, and one outlying score was 
adjusted for each of the level of trait anxiety; level of use of behavioural disengagement 
coping; level of use of mental disengagement coping; level of use of suppression of 
competing activities coping; and level of harmfulness of alcohol use variables. 
The robustness of statistical inferences reduces as variable score distributions depart 
normality (Tabachnick & Fidell, 2007). Skew and kurtosis are two important 
components of the normality of a variable (Tabachnick & Fidell, 2007). Skew 
represents the symmetry and kurtosis represents the peakedness of a distribution of 
scores (Tabachnick & Fidell, 2007). Departures from a value of zero indicate positive or 
negative skew or kurtosis and therefore non-normality (Tabachnick & Fidell, 2007). In 
the current study, transformations were conducted on variables considered non-normal. 
Normality was determined by examination of the Kolmogorov-Smirnov Test and a 
histogram and normal Q-Q and detrended normal Q-Q plots; and a skew critical ratio 
value (i.e. skewness divided by standard error of skewness) exceeding a value of two, 
and/or a kurtosis critical ratio value (i.e. kurtosis divided by standard error of kurtosis) 
exceeding a value of seven (Tabachnick & Fidell, 2007).  
In an attempt to meet normality requirements, the frequency of non-suicidal self-
injury variable required a logarithm transformation; the level of trait anxiety and level of 
harmfulness of alcohol use variables required a square root transformation; and the level 
of use of behavioural disengagement coping, level of use of denial coping, level of use 
of alcohol-drug disengagement coping, and level of problems related to drug use 
variables required an inverse transformation. After transformation, the statistical 
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assumption of normality was met for all but three variables. Whilst the absolute skew 
value for the frequency of non-suicidal self-injury variable was only .882, the skew 
critical ratio value was slightly high at 4.30. Similarly, the absolute skew value for the 
level of problems related to drug use variable was only -.834, however the skew critical 
ratio value was slightly high at -4.05. Finally, the absolute skew value for the level of 
use of alcohol-drug disengagement coping variable was only -1.191, however the skew 
critical ratio value was also slightly high at -5.78. Therefore, even after transformation, 
the distribution of these three variables can only be said to have approached normality.  
 
Bivariate Correlational Analysis 
Pearson’s correlation analysis was performed to establish relationships between the 
hypothesised variables. Spearman's rho correlation analysis was performed for all the 
relationships involving the frequency of non-suicidal self-injury; level of use of alcohol-
drug disengagement coping; and level of problems related to drug use variables. Cohen 
(1988) provides guidelines for interpreting the strength of relationships. Correlations 
between .10 and .29 are considered small; between .30 and .49 are considered medium; 
and between .50 and 1.0 are considered large.  
As seen in Table 5.10, frequency of non-suicidal self-injury had a medium and 
statistically significant positive relationship with level of trait anxiety. Frequency of 
non-suicidal self-injury also had small statistically significant negative relationships 
with level of acting with awareness and level of accepting without judgement; small 
statistically significant positive relationships with level of use of behavioural 
disengagement coping and level of use of alcohol-drug disengagement coping; small 
statistically significant negative relationships with level of use of positive 
reinterpretation and growth coping and level of use of planning coping; and small 
  117 
statistically significant positive relationships with level of harmfulness of alcohol use 
and level of problems related to drug use.  
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Table 5.10  
Pearson’s and Spearman's rho Correlations  
 Anxiety Mindfulness Avoidant Coping Approach Coping Substance Use 
 Trait 
Anxiety 
Observ-
ing 
Describ-
ing 
Acting 
with 
Aware-
ness 
Accept  
w/o 
Judge-
ment 
Behav-
ioural  
Dis-
engage 
Mental 
Dis-
engage 
Denial ^Alc-
Drug 
Dis-
engage 
Positive 
Reinterp  
& 
Growth 
Planning Active 
Coping 
Suppress  
Compet-
ing 
Activities 
Harmful-
ness of 
Alcohol 
Use 
^Problem 
Related 
to Drug 
Use 
^ NSSI .398*** .038 -.126 -.180* -.267** .259** .161 .029 .260** -.235** -.222** -.104 -.048 .170* .188* 
Trait Anxiety  .054 -.319*** -.476*** -.552*** .464*** .323*** .295*** .342*** -.439*** -.498*** -.494*** -.198* .206* .111 
Observing   .244** .009 -.298*** -.075 .133 -.167 -.000 .187* .326*** .246** .188* .072 .011 
Describing    .275** .326*** -.301*** -.221** -.138 -.150 .130 .344*** .294*** .172* -.040 -.067 
Act w Aware     .405*** -.395*** -.288** -.246** -.290** .332*** .413*** .435*** .183* -.177* -.082 
Accept w Judge       -.247** -.316*** -.126 -.241** .156 .236** .266** -.002 -.158 .009 
Behav Disenge       .158 .293*** .289** -.421*** -.401*** -.423*** -.129 .183* .174* 
Mental Disenge        .240** .208* -.060 -.180* -.176* .106 .061 .019 
Denial         .045 -.116 -.216* -.132 .063 .080 .062 
^A&D Disenge          -.136 -.201* -.117 -.097 .533*** .397*** 
PR&Growth           .582*** .657*** .267** -.077 -.182* 
Planning            .687*** .468*** -.100 -.053 
Active Cop             .510*** -.050 -.141 
Sup Com Act              .031 -.106 
Harm Alcohol               .428*** 
Note: NSSI = Frequency of Non-Suicidal Self-Injury; Trait Anxiety = Level of Trait Anxiety; Observing = Level of Observing; Describing = Level of Describing; Act w Aware = Level of Acting with Awareness; Accept w 
Judge = Level of Accepting without Judgement; Behav Disenge = Level of Use of Behavioural Disengagement; Mental Disenge = Level of Use of Mental Disengagement; Denial = Level of Use of Denial; A&D Disenge = 
Level of Use of Alcohol and Drug Disengagement; PR&Growth = Level of Use of Positive Reinterpretation and Growth; Planning = Level of Use of Planning; Active Cop = Level of Use of Active Coping; Sup Com Act = 
Level of Use of Suppression of Competing Activities; Harm Alcohol = Level of Harmfulness of Alcohol Use; Problem Related to Drug Use = Level of Problems Related to Drug Use.  
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Medium to large relationships were also found between level of trait anxiety and 
many of the mindfulness, coping, and substance use variables. Level of trait anxiety had 
a large and statistically significant negative relationship with level of accepting without 
judgement. Level of trait anxiety also had medium and statistically significant negative 
relationships with level of describing and level of acting with awareness; medium and 
statistically significant positive relationships with level of use of behavioural 
disengagement coping, level of use of mental disengagement coping, and level of use of 
alcohol-drug disengagement coping; and had medium and statistically significant 
negative relationships with level of use of positive reinterpretation and growth coping, 
level of use of planning coping, and level of use of active coping. Level of trait anxiety 
also had small and statistically significant positive relationships with level of use of 
denial coping and level of harmfulness of alcohol use; and had a small statistically 
significant negative relationship with level of use of suppression of competing activities 
coping.  
Additionally, medium negative relationships were also found between several of the 
mindfulness and avoidant coping variables. Medium positive relationships were also 
found between several of the mindfulness and approach coping variables.  
Small to medium positive relationships were also found between the individual 
mindfulness variables (except for the relationship between level of observing and level 
of accepting without judgement which was small and negative). Whilst medium to large 
positive relationships were found between the individual approach coping variables; 
only small positive relationships were found between the individual avoidant coping 
variables. A medium positive relationship was also found between the two substance 
use variables. 
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Direct Predictors of NSSI  
Logistic Regression Analysis 
The first hypothesis of this work was that trait anxiety and specific mindfulness, 
avoidant coping, approach coping, and substance use variables, will predict higher 
frequency of non-suicidal self-injuring behaviour. To test this, a sequential logistic 
regression analysis was undertaken using SPSS statistics software on the dependent 
variable of membership of a non-suicidal self-injury group. As the frequency of non-
suicidal self-injury, level of problems related to drug use, and level of use of alcohol-
drug disengagement coping variables only approached normal distribution even after 
transformation, logistic regression was the most appropriate analysis to perform. 
Multiple regression analysis on the frequency of non-suicidal self-injury was not 
considered appropriate because this dependent variable could not be made to meet 
normality requirements. A logistic regression does not require predictors to be normally 
distributed or linearly related, and groups to exhibit equal variances (Tabachnick & 
Fidell, 2007). This analysis was conducted to assess the direct prediction by each 
specific variable, whilst controlling for sets of additional variables. In the analysis, one 
outlying case needed to be excluded and two cases were excluded due to missing data. 
No serious violation of the assumption of linearity of the logit were found (Tabachnick 
& Fidell, 2007).  
It is important to differentiate between people who engage in self-injury in an 
ongoing or more serious manner from those who have not self-injured or have only 
done so once or twice. The measure used in the current study (the DSHI) has the 
capacity to capture trivial reports of NSSI. For example, one participant reported 
experimenting by sliding a needle through the top layer of the skin on her finger just for 
fun on one occasion. It is argued here that those who experiment with NSSI (i.e. 
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perform it once or twice over a lifetime) should not be included in a group of 
participants representing repetitive NSSI in a Logistic Regression analysing the 
prediction of higher frequency of NSSI. It was therefore decided that for this analysis, 
participants who reported a history of self-injuring only once or twice were to be 
considered "experimenters", and therefore members of the no/experimental self-injurer 
group; whilst participants who reported self-injuring three or more times were 
considered to be members of the repetitive self-injurer group. In support of this, 
Structured Clinical Interview for DSM-IV Personality Disorders (SCID-II; First, 
Gibbon, Spitzer, Williams, & Benjamin, 1997) criteria requires two or more episodes of 
NSSI to diagnose BPD. The current study took a slightly more conservative approach 
and used three or more episodes as the criteria for inclusion in the repetitive NSSI group 
because the current study is investigating self-injury in a broader sample beyond those 
with purely BPD. 
The order of entry of the independent variables into the sequential logistic 
regression was based on their relative theoretical importance from the literature 
reviewed. The independent variable entered at block one of the regression was level of 
trait anxiety. This variable was entered first because the review of the literature 
indicated its potential centrality to NSSI in addition to mindfulness and coping skills. 
Specifically, the EAM posits that negative affect such as anxiety precedes NSSI. In 
addition, anxiety has been found in the literature to be an important emotional 
antecedent to NSSI. Trait anxiety’s level of importance to NSSI over and above the 
other variables measured in this study was also supported by a visual inspection of the 
correlations in Table 5.10, where trait anxiety had the strongest relationship to 
frequency of NSSI.  
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A key feature of the current research was to investigate the relationship between 
mindfulness skills and NSSI (especially as mindfulness skills are an integral component 
of interventions such as DBT). As such, the independent variables entered at block two 
of the regression were the mindfulness variables: level of acting with awareness; and 
level of accepting without judgement. The EAM also posits that experiential avoidance 
is a form of coping with negative affect in relation to NSSI. Of key interest in the 
current research was establishing whether those who engage in repetitive NSSI also use 
other forms of avoidant coping, i.e. use avoidant coping in general. For these reasons, 
the avoidant coping variables were entered into the logistic regression ahead of the 
approach coping variables. The independent variables entered at block three of the 
regression were therefore the avoidant coping variables: level of use of behavioural 
disengagement coping; and level of use of alcohol-drug disengagement coping. As 
approach coping has also been reported in some studies to be negatively related to 
NSSI, the independent variables entered at block four of the regression were the 
approach coping variables: level of use of positive reinterpretation and growth coping; 
and level of use of planning coping. The literature is equivocal regarding substance use 
and NSSI therefore the independent variables entered last, at block five of the 
regression, were level of harmfulness of alcohol use; and level of problems related to 
drug use.  
Finally, the following variables were omitted from the regression: level of 
observing; level of describing; level of use of mental disengagement coping; level of use 
of denial coping; level of use of active coping; and level of use of suppression of 
competing activities coping; as they were not likely to contribute to the model because 
they were not statistically significantly correlated with frequency of deliberate self-
injury. These variables will be discussed later in this work. In addition, timing, type, 
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and severity of NSSI were not controlled for in the current analysis as there are no 
agreed upon categories that are used in the current literature.  
At block one, the trait anxiety model was statistically significantly different from 
the baseline (zero) model, χ2(1, N = 137) = 22.613, p < .001, and explained 12.6% 
(R2LL) of the variance in membership of a non-suicidal self-injury group. The Hosmer 
and Lemeshow Test was not statistically significant, χ2(8, N = 137) = 11.134, (p = .194) 
confirming that the model was a good fit with the data. Table 5.11 displays the 
regression coefficient (B), standard error (S.E.), Chi-square test, and odds ratio (with 
confidence intervals). It indicates a statistically significant and reliable relationship 
between level of trait anxiety and membership of a non-suicidal self-injury group, and 
that for each unit increase in level of trait anxiety, the odds of a person reporting to have 
self-injured (three or more times) increases by a factor of 1.086 (8.2%) (Pallant, 2005; 
Tabachnick & Fidell, 2007). 
 
Table 5.11  
Analysis of Membership of a Non-Suicidal Self-Injury Group in the First Block of the Logistic 
Regression Model  
      95% C.I. for 
EXP(B) 
Predictor Variable B S.E. Wald 
χ2 
p Odds 
Ratio 
Lower Upper 
Trait Anxiety .082 .019 18.34 .000 1.086 1.046 1.127
R2LL = .1257.  
 
The trait anxiety model also correctly classified 96 (70.1%) of the 137 participants. 
This was an improvement over the baseline model which correctly classified 87 
(63.5%) of the 137 participants. As shown in Table 5.12, the trait anxiety model 
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accurately classified 74 of 87 no/experimental self-injurers (85.1%) and 22 of 50 
repetitive self-injurers (44.0%).  
 
Table 5.12  
Classification Results for the Level of Trait Anxiety Model   
 Predicted Group Membership Total 
  No/Experimental 
NSSI 
Repetitive NSSI N 
No/Experimental NSSI 74 (85.1%) 13  87 
Repetitive NSSI  28 22 (44.0%) 50 
 
When level of trait anxiety was controlled for, none of the mindfulness, avoidant 
coping, approach coping, or substance use variables entered in blocks two, three, four, 
and five statistically significantly improved the model (i.e. added to the prediction of 
membership of a non-suicidal self-injury group). No other variable was statistically 
significantly associated with membership of a non-suicidal self-injury group. 
At block five, the full model was statistically significantly different from the 
baseline (zero) model, χ2(9, N = 137) = 26.714, p = .002, and explained 14.85% (R2LL) 
of the variance. That is, 14.85% of the variability in membership of a non-suicidal self-
injury group is explained by: level of trait anxiety; level of acting with awareness; level 
of accepting without judgement; level of use of behavioural disengagement coping; 
level of use of alcohol-drug disengagement coping; level of use of positive 
reinterpretation and growth coping; level of use of planning coping; level of 
harmfulness of alcohol use; and level of problems related to drug use. However as 
previously stated, level of trait anxiety explained 12.6% of the variance by itself. All 
other variables directly added very little.  
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In addition, the Hosmer and Lemeshow Test was not statistically significant, χ2(8, 
N = 137) = 8.275, (p = .407) confirming that the full model was a good fit with the data. 
That is, the full model "adequately duplicates the observed frequencies" in the two 
groups (Tabachnick & Fidell, 2007, p.459).  
Table 5.13 displays the regression coefficients (B), standard errors (S.E.), Chi-
square tests, and odds ratios (with confidence intervals) for the full model. This table 
only indicates a statistically significant and reliable relationship between level of trait 
anxiety and membership of a non-suicidal self-injury group. It also demonstrates that 
for each unit increase in level of trait anxiety, the odds of a person reporting to have 
self-injured (three or more times) increases by a factor of 1.074 (7.2%) (Pallant, 2005; 
Tabachnick & Fidell, 2007).  
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Table 5.13  
Analysis of Membership of a Non-Suicidal Self-Injury Group in the Full Logistic Regression 
Model  
      95% C.I. for 
EXP(B) 
Predictor Variable B S.E. Wald 
χ2 
p Odds 
Ratio 
Lower Upper 
Trait Anxiety .072 .027 6.829 .009 1.074 1.018 1.134 
Mindfulness Skills       
Acting with Awareness .024 .044 .287 .592 1.024 .939 1.116 
Accepting without Judgement -.019 .033 .350 .554 .981 .920 1.046 
Avoidant Coping Strategies       
Behavioural Disengagement -.005 .109 .002 .963 .995 .804 1.231 
Alcohol-Drug Disengagement .094 .184 .262 .609 1.099 .766 1.578 
Approach Coping Strategies       
Positive Reinterp. & Growth -.120 .094 1.617 .203 .887 .738 1.067 
Planning  .063 .088 .508 .476 1.065 .896 1.264 
Substance Use       
Harmfulness of Alcohol Use .034 .048 .501 .479 1.034 .942 1.136 
Problems Related to Drug Use .043 .211 .042 .838 1.044 .690 1.579 
Block one: R2LL = .1257, Block two: R2LL = .1281, Block three: R2LL = .1350, Block four: R2LL = .1448, Block five: R2LL = .1485.  
 
The full model also correctly classified 97 (70.8%) of the 137 participants. This was 
an improvement over the baseline model which correctly classified 87 (63.5%) of the 
137 participants. As shown in Table 5.14, the full model accurately classified 77 of 87 
no/experimental self-injurers (88.5%) and 20 of 50 repetitive self-injurers (40.0%).  
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Table 5.14  
Classification Results for the Full Logistic Regression Model  
 Predicted Group Membership Total 
 No/Experimental 
NSSI 
Repetitive NSSI  N 
No/Experimental NSSI 77 (88.5%) 10  87 
Repetitive NSSI 30 20 (40.0%) 50 
 
It is also important to note that multicollinearity was evident in the final two blocks 
of the analysis, with the inclusion of the approach coping and substance use variables. 
"High levels of collinearity increase the probability that a good predictor of the outcome 
will be found non-significant and rejected from the model (a Type II error)" (Field, 
2005, p.174). With this in mind, the statistical significance figures in the full logistic 
regression model (Table 5.13) need to be interpreted with some caution.  
Multicollinearity criteria were not however met in the first three blocks of the 
analysis, therefore statistical significance for the trait anxiety, mindfulness and avoidant 
coping variables in these blocks should not be subject to an increased probability of 
type II error. In block three of the analysis (consistent with the pattern of findings in the 
full logistic regression model), level of trait anxiety (p = .004) demonstrated a 
statistically significant and reliable relationship with membership of a non-suicidal self-
injury group; however level of acting with awareness (p = .593), level of accepting 
without judgement (p = .608), level of use of behavioural disengagement coping (p = 
.774), and level of use of alcohol and drug disengagement coping (p = .289) did not 
demonstrate a statistically significant relationship, even at this point.  
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Direct Predictors of Trait Anxiety 
Multiple Regression Analysis 
The correlation and logistic regression analyses demonstrate that in this dataset, 
level of trait anxiety is related to frequency of non-suicidal self-injury and predicts 
repetitive non-suicidal self-injury. The mindfulness, avoidant coping, approach coping, 
and substance use variables whilst demonstrating small correlations with frequency of 
non-suicidal self-injury, do not however predict repetitive non-suicidal self-injury after 
controlling for level of trait anxiety.  
Examination of the variable correlations in Table 5.10 also demonstrates that most 
of the mindfulness, avoidant coping, approach coping, and substance use variables 
which were hypothesised to correlate with and predict frequency of non-suicidal self-
injury, are moderately correlated with level of trait anxiety. Establishing which of these 
variables are important to the prediction of level of trait anxiety (because it predicts 
repetitive NSSI), will provide valuable additional information to the current study.  
To establish which of the significantly correlated variables predict level of trait 
anxiety, a sequential multiple regression analysis was performed using SPSS statistics 
software, on the dependent variable of level of trait anxiety. This analysis was 
conducted to assess the unique direct prediction by each specific variable, whilst 
controlling for sets of additional variables.  
The order of stepwise variable entry was a repetition of that chosen for the logistic 
regression, and was based on the literature reviewed in the introductory chapters. The 
mindfulness variables were entered at step one of the regression and were expected to 
be the strongest predictor. The avoidant coping variables were entered at step two, the 
approach coping variables at step three, and the level of harmfulness of alcohol use 
variable was entered at step four.  
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One case needed to be excluded from the analysis due to extreme multivariate data. 
The statistical assumptions of non-multicollinearity and non-singularity were met 
satisfactorily. The statistical assumption of normality was met for all but one variable. 
The level of use of alcohol and drug disengagement coping variable was omitted from 
the analysis because it did not meet the statistical assumption of normal distribution. 
The level of observing and level of problems related to drug use variables were also 
omitted from the analysis, because they were not statistically significantly correlated 
with level of trait anxiety.  
At step one of the model, the mindfulness variables explained 40.3% of the 
variance in level of trait anxiety, F(3, 133) = 29.934, p < .001. At step two of the model, 
the avoidant coping variables explained an additional 7.2% of the variance in level of 
trait anxiety, F Change (3, 130) = 5.912, p = .001. At step three of the model, the 
approach coping variables explained an additional 6.7% of the variance in level of trait 
anxiety, F Change (4, 126) = 4.618, p = .002. At step four of the model, the level of 
harmfulness of alcohol use variable explained an additional 0.5% of the variance in 
level of trait anxiety, F Change (1, 125) = 1.304, p = .256, however this was not 
statistically significant.  
At step four, the full regression model was significantly different from zero, F(11, 
125) = 13.700, p < .001, with an R2 of .547; which reveals that the full regression model 
explains 54.7% (50.7% adjusted R2) of the variance in the level of trait anxiety. That is, 
half of the variability in level of trait anxiety is explained by: mindfulness (level of 
describing; level of acting with awareness; level of accepting without judgement); 
avoidant coping (level of use of behavioural disengagement coping; level of use of 
mental disengagement coping; level of use of denial coping); and approach coping 
(level of use of positive reinterpretation and growth coping, level of use of active 
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coping, level of use of suppression of competing activities coping, and level of use of 
planning coping).   
Table 5.15 displays the correlations (r), unstandardised regression coefficients (B), 
standard errors (S.E.), standardised regression coefficients (ȕeta), semi-partial 
correlations (sr2), and significance levels for all independent variables; and the R, R2, 
and adjusted R2 figures for the final step of the regression model. Level of accepting 
without judgement was the most important variable, and the only individual predictor to 
make a statistically significant contribution to the regression model (uniquely 
explaining 9.5% of the variance in level of trait anxiety in the final step of the model).  
 
  131 
Table 5.15  
Independent Contributions of the Hypothesised Predictors of Level of Trait Anxiety in the Final 
Step of the Multiple Regression Model 
Predictor Variable r B SE Ǻeta sr2 p 
Mindfulness Skills     
Describing -.319 -.002 .009 -.013 -.012 .847
Acting with Awareness -.478 -.010 .012 -.067 -.053 .378
Accepting without Judgement -.557 -.041 .008 -.359 -.309 .000
Avoidant Coping Strategies     
Behavioural Disengagement .467 2.184 1.182 .137 .111 .067
Mental Disengagement .322 .033 .023 .098 .087 .150
Denial  .295 1.950 1.126 .114 .104 .086
Approach Coping Strategies     
Positive Reinterpretation & Growth -.449 -.047 .027 -.149 -.105 .085
Active  -.500 -.019 .034 -.056 -.033 .585
Planning  -.502 -.033 .026 -.118 -.077 .203
Suppression of Competing Activities -.201 -.026 .033 -.061 -.048 .427
Substance Use     
Harmfulness of Alcohol Use .205 .051 .045 .071 .069 .256
N = 139. 
R = .739, R2 = .547, Adjusted R2 = .507.  
Step one: R2 = .403, Step two: R2 = .475, Step three: R2 = .542, Step four: R2 = .547.  
 
The results of the sequential multiple regression analysis demonstrate that level of 
accepting without judgement has an important relationship with, predicts, and plays a 
key part in level of trait anxiety in this sample. The sequential logistical regression also 
demonstrates that level of trait anxiety has an important relationship with, predicts, and 
plays a part in, membership of a non-suicidal self-injury group.  
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Between-Group Analysis 
To assist in the comparison of results from the current study with existing studies in 
the literature, analysis was also undertaken for a specific subgroup of participants who 
reported to have cut their body three times or more. Scores on the trait anxiety, 
mindfulness, coping, and substance use variables for these thirty one participants were 
compared to the scores on these variables for the sixty six participants who reported no 
self-injury. Independent samples t-tests were conducted for the trait anxiety, 
mindfulness, and approach coping variables, as they sufficiently met normality 
requirements. Mann-Whitney U-tests were conducted for the avoidant coping and 
substance use variables, as they did not meet normality requirements.  
It was hypothesised that the scores for the body cutting group would be statistically 
significantly higher for the trait anxiety, avoidant coping, and substance use variables; 
and statistically significantly lower for the approach coping and mindfulness variables; 
when compared to the no NSSI group. To cater for potential Type I errors, a Bonferroni 
adjusted alpha level of p < .0033 (.05/15) was applied as the cut-off for statistical 
significance for the fifteen tests conducted.  
As indicated in Table 5.16 and 5.17, there were statistically significantly higher 
scores for the body cutting group for level of trait anxiety, t(56.239) = -3.976,  p < .001; 
level of use of behavioural disengagement coping, Z = -2.972,  p = .003; and level of use 
of alcohol-drug disengagement coping, Z = -3.823,  p < .001. These results supported 
the hypothesis. There were however no statistically significant differences between the 
two groups' scores for the remainder of the hypothesised variables. That said, with a 
less stringent Bonferroni adjusted p-value, the body cutting group would also have been 
shown to be statistically significantly lower in level of accepting without judgement, 
level of use of positive reinterpretation and growth coping, and level of use of planning 
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coping; and statistically significantly higher in level of harmfulness of alcohol use and 
level of problems related to drug use. These results indicate that the specific subgroup 
of participants who reported to have cut their body three times or more, are 
characteristically different from the group of participants who have never deliberately 
self-injured, in terms of level of trait anxiety and use of several avoidant coping 
strategies.  
 
Table 5.16  
Independent Samples T-Test Comparison of the Hypothesised Variable Mean Scores Between 
the No NSSI Group and the Cut Body Three Times or More Group 
Variable No NSSI 
Group 
(N = 66) 
Cut Body 3x 
or More  
Group 
(N = 31) 
  
 Mean (SD) Mean (SD) t p 
Trait Anxiety 38.79 (10.06) 47.80 (10.58) -3.976 .000*** 
Mindfulness Skills     
Observing 36.42 (8.49) 35.48 (8.40) .510 .611 
Describing 27.77 (6.16) 25.39 (7.62) 1.646 .103 
Acting with Awareness 28.73 (5.72) 26.58 (6.54) 1.647 .103 
Accepting without Judgement 31.35 (6.62) 26.65 (9.30) 2.855 .005 
Approach Coping Strategies     
Positive Reinterpretation & Growth  12.15 (2.54) 10.68 (3.09) 2.485 .015 
Planning 11.61 (2.94) 10.23 (3.16) 2.105 .038 
Active  10.76 (2.67)  9.65 (2.42) 1.970 .052 
Suppression of Competing Activities 8.92 (1.87) 8.61 (2.22) .721 .473 
Significant difference: *** p < .001.  
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Table 5.17  
Mann-Whitney U-Test Comparison of the Hypothesised Variable Mean Rank Scores Between 
the No NSSI Group and the Cut Body Three Times or More Group 
Variable No NSSI 
Group 
(N = 66) 
Cut Body 3x 
or More  
Group 
(N = 31) 
  
 Mean Rank Mean Rank  Z p 
Avoidant Coping Strategies     
Behavioural Disengagement 43.26 61.23 -2.972 .003** 
Mental Disengagement 46.91 53.45 -1.077 .281 
Denial 49.15 a 47.15 -.345 .730 
Alcohol-Drug Disengagement 42.95 61.89 -3.823 .000*** 
Substance Use     
Harmfulness of Alcohol Use 43.77 60.15 -2.683 .007 
Problems Related to Drug Use 44.45 57.42 b -2.560 .010 
a
 N = 65, b N = 30.  
Significant difference: ** p < .0033, *** p < .001.  
 
Qualitative Analysis 
Motivating Factors for NSSI 
Participants who responded positively on the questionnaire to performing non-
suicidal self-injuring behaviour were also asked to provide a short explanation as to 
why they self-injured. The specific question asked was: "What motivated you to do this 
to yourself? i.e. What was the reason for doing this?" Thematic analysis of participants' 
qualitative responses was undertaken to identify categories of motivating factors for 
self-injuring behaviour. The number of participants within each category was then 
established based on an analysis of the wording of the individual responses provided by 
participants. Whilst formal inter-rater reliability analysis was not conducted, the 
categories chosen and some of the ambiguity of fitting responses into categories was 
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discussed by the author and the clinical supervisor. See Appendix A: Qualitative Data: 
Participant Motivations for NSSI Behaviour for details.  
 
Emotional Problems  
Anxiety, Stress, Worry or Tension 
Fourteen participants (19% of the 74 who reported deliberately self-injuring at 
some point in their lives) stated that anxiety, stress, worry, or tension were motivating 
factors for their non-suicidal self-injuring behaviour. These anxiety problems were 
reported as unique motivators by five participants and in combination with other factors 
(such as depression) by nine participants. Twelve of these fourteen participants reported 
anxiety, stress, worry or tension as motivating their body cutting, carving, severe 
scratching or burning behaviour. These emotions were not reported as motivating 
behaviours such as head banging or self-punching.   
 
Relief of Anxiety, Stress, Worry or Tension 
The motivating factors or reasons reported by twelve self-injuring participants (16% 
of all self-injurers) for their self-injuring behaviour can be qualitatively categorized as 
"to relieve or reduce anxiety, stress, worry or tension". Whilst the responses from 
twelve self-injuring participants seem to fit well into this category, potentially, up to 
twenty self-injuring participants (27% of all self-injurers) may have used self-injuring 
behaviour to relieve or reduce anxiety, stress, worry or tension. The difficulty in 
drawing this conclusion however is that a number of the motivational responses  
provided were not specific enough for an accurate categorization, therefore, the primary 
motivation of relieving or reducing anxiety, stress, worry or tension cannot be 
ascertained with sufficient certainty. For example, whilst a participant may have 
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reported that the motivation for their self-injuring behaviour was "anxiety, stress, 
depression", this response is not specific enough to be certain that their motivation was 
relief from, or reduction of, anxiety, stress, worry or tension. 
 
Depression, Unhappiness or Sadness 
Seventeen participants (23% of the 74 who reported deliberately self-injuring at 
some point in their lives) stated that depression, unhappiness, or sadness were 
motivating factors for their non-suicidal self-injuring behaviour. These mood problems 
were reported as unique motivators by ten participants and in combination with other 
factors (such as anxiety) by seven participants. Fourteen of these seventeen participants 
reported depression, unhappiness or sadness as motivating body cutting, carving, severe 
scratching or burning behaviour. Again, these emotions were not reported as motivating 
head banging behaviour, and only two participants reported sadness and depression as 
motivation for punching themselves. Four participants reported sadness or depression as 
motivation for their pill or drug taking, overdose or abuse.  
 
Anger or Frustration 
Eighteen participants (24% of the 74 who reported deliberately self-injuring at 
some point in their lives) stated that anger or frustration were motivating factors for 
their non-suicidal self-injuring behaviour. Anger or frustration problems were reported 
as unique motivators by ten participants and in combination with other factors (such as 
anxiety and/or mood problems) by eight participants. Eight of these eighteen 
participants reported anger and frustration as motivating body cutting, carving, severe 
scratching or burning behaviour, whilst ten of these eighteen participants reported anger 
and frustration as motivating head banging or self-punching type behaviour.   
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Experiential Avoidance (or Affect Regulation) 
The motivating factors or reasons reported by twenty self-injuring participants 
(28% of all self-injurers) for their self-injuring behaviour, can be qualitatively 
categorized as experiential avoidance (or affect regulation), that is, to reduce or control 
overwhelming feelings; to relieve a terrible state of mind; to escape from or avoid 
negative affective states; or to avoid negatively evaluated internal events. Whilst the 
responses from twenty self-injuring participants seem to fit well into this category, 
potentially, up to fourty four self-injuring participants (59% of all self-injurers) may 
have used self-injuring behaviour for experiential avoidance purposes. Once again, the 
difficulty in drawing this conclusion however is that the responses provided by these 
additional participants were not specific enough for a categorization to be ascertained 
with sufficient certainty. 
 
Social / Emotional Factors 
The motivating factors or reasons reported by fifteen self-injuring participants (20% 
of all self-injurers) for their self-injuring behaviour can be qualitatively categorized as: 
to seek assistance or care (attention); to influence someone; or to cry for help. Only two 
self-injuring participants (3%) were categorized as being motivated to self-injure by 
peer pressure or group association. Up to six self-injuring participants (8%) may have 
used self-injuring behaviour as a result of peer pressure or for group association, 
however as previously stated, responses provided were not specific enough for a 
sufficiently certain categorization. Similarly, four self-injuring participants (five percent 
of all self-injurers) can be categorized as being motivated to self-injure by loneliness. 
Once again, up to six self-injuring participants (eight percent of all self-injurers) may 
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have used self-injuring behaviour as a result of loneliness, however, sufficient certainty 
of categorization cannot be provided for all these six.  
 
Other Motivating Factors 
The motivating factors or reasons reported for self-injuring behaviour can be 
categorized for eleven self-injuring participants (15%) as: to punish oneself or self-
loathing; for fourteen self-injuring participants (19%) as sensation seeking, curiosity 
and/or fun; and for two self-injuring participants (3%) as alcohol or drug intoxication. 
Intoxication was reported in combination with other factors (such as feelings of anxiety, 
stress and/or depression) by both participants.  
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Discussion 
Descriptive Statistics 
The sample in the current study is heavily biased towards young adult Caucasian 
female participants. The 53% prevalence of self-injury reported by this sample is high 
compared to population-based surveys in the literature (e.g. Nixon et al., 2008), and 
probably reflects a bias from self-injuring volunteers who wanted to participate in this 
study and share their experiences. It is however, consistent with studies by Gratz et al. 
(2002) (38%) and Walker and Mildred (2007) (58%) using the Deliberate Self-Harm 
Inventory (DSHI) in university populations.  
Consistent with the literature that the age of onset for self-mutilation is typically 
early adolescence (Klonsky et al., 2011; Messer & Fremouw 2008); in the current 
sample, those who reported self-injuring had done so on average for four years, starting 
in early adolescence and continuing up to early adulthood. Approximately one quarter 
of those who have self-injured reported still doing so in the last year.  
Approximately one third of those reporting self-injury in the current sample could 
be classified as "experimenters" (performing the behaviour less than three times), 
however thirteen (18%) could be classified as "chronic" (self-injuring 50 times or 
more). It is possible that a number of participants in this study suffer BPD 
symptomatology; however this data was not directly measured. Again, similar to the 
literature, the most reported methods of self-injury were cutting and severe scratching 
of the body, and carving words and sticking pins into the skin (Rodham & Hawton, 
2009). The sample in this study can therefore be described as mainly moderate-
superficial, (episodic or repetitive) self-mutilators, as per the Favazza (1996; 2011) 
model; and are similar to the typical self-mutilator described by Messer and Fremouw 
(2008).  
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Inferential Statistics 
Despite finding the type of descriptive characteristics that were expected from this 
sample, the inferential statistics from the current study only partially support the first 
hypothesis, that there is a systematic relationship between higher frequency of non-
suicidal self-injuring behaviour and: higher levels of trait anxiety; higher use of drugs 
and alcohol; higher use of avoidant coping strategies; lower use of approach coping 
strategies; and lower levels of mindfulness. There is also only partial support for the 
hypothesis which posited that these variables predict higher frequency of non-suicidal 
self-injuring behaviour. The relationships between these variables will now be 
discussed.  
Along with high rates of self-injury, the current sample also reported only: slightly 
higher than average trait anxiety (Spielberger et al., 1983); average levels of use of 
avoidant coping;  slightly lower than average levels of use of approach coping (Carver 
et al., 1989); and slightly lower than average levels of mindfulness skills (Baer et al., 
2004). Most of this sample also reported only a low or moderate risk of harm from 
alcohol use and either no or only a low level of drug problems.  
Correlational analysis supported the hypothesised relationships. A medium 
statistically significant relationship was found between frequency of non-suicidal self-
injury and level of trait anxiety. Only small statistically significant relationships were 
found however between frequency of non-suicidal self-injury and: several of the 
mindfulness variables; several of the avoidant coping variables; several of the approach 
coping variables; and the two substance use variables.  
Whilst relationships were found between the hypothesised variables and frequency 
of non-suicidal self-injury, the results of the sequential logistic regression analysis 
provided important additional information about these relationships. The logistic 
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regression found that as hypothesised, level of trait anxiety statistically significantly 
predicted membership of a non-suicidal self-injury group (i.e. moderate-superficial 
repetitive self-mutilation). That is, level of trait anxiety does separate female deliberate 
repetitive self-injurers from female non or experimental-self-injurers. The logistic 
regression also found that contrary to the hypothesis, the mindfulness, coping, and 
substance use variables measured in this study did not predict membership of a non-
suicidal self-injury group, when trait anxiety was controlled for. That is, the 
relationships between these mindfulness, coping and substance use variables and non-
suicidal self-injury became non-significant when their relationship (shared variance) 
with trait anxiety was taken into account.  
Whilst multicollinearity was evident in the logistic regression blocks containing the 
approach coping and substance use variables (which increases the probability of finding 
non-significant results for potentially good predictors), no variable other than level of 
trait anxiety even approached statistical significance at any point in the logistic 
regression analysis. Even if the contributions of the mindfulness, coping and substance 
use variables were subject to type II error and in fact statistically significant; as seen in 
the logistic regression, they still only explain a very small percentage (approximately 
2%) of the variance in membership of a non-suicidal self-injury group.  
Taken at face value, this result would indicate that the mindfulness, coping and 
substance use variables do not contribute to the explanation of repetitive non-suicidal 
self-injuring behaviour. This is however not the whole picture, because despite the lack 
of prediction of repetitive NSSI by the use of avoidant coping in the entire current 
sample; between-group analysis identified a statistically significantly higher use of 
behavioural disengagement coping and use of alcohol-drug disengagement coping in a 
sub-sample of those who deliberately cut their body three times or more, when 
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compared to non-self-injurers. In addition, the results of the sequential multiple 
regression analysis indicate that a core facet of mindfulness (accepting without 
judgement) predicts, and plays an important part in trait anxiety; which as shown, plays 
an important part in non-suicidal self-injury. This notion is explored in more depth 
below.  
 
Mindfulness Variables 
Based on the findings in the current study, mindfulness (including paying attention 
to current activity, and the observation, description, and non-judgemental acceptance of 
internal events or experiences) does not appear to play much of a part in NSSI 
behaviour. That is, lower levels of mindfulness skills by themselves do not predict 
repetitive NSSI after controlling for level of trait anxiety.  
This finding of a lack of direct relationship is somewhat surprising considering that 
mindfulness is a key component of DBT, which has been found to reduce NSSI 
behaviour. More specifically, Feigenbaum (2010) states that many people suffering 
BPD are deficient in mindfulness skills (as well as emotion regulation, interpersonal 
effectiveness, and distress tolerance skills). Eliminating NSSI and training individuals 
in "core" mindfulness skills are also an initial priority within DBT (Linehan, 1993a; 
Lynch & Cozza, 2009). Finally, the conceptualisation of mindfulness skills specifically 
measured in the current study is strongly influenced by Linehan (1993a), and these 
skills are most similar to those taught in DBT (Baer et al., 2004). In fact, Robins, 
Schmidt, and Linehan (2011, p.37) state that in DBT, "as a set of skills, mindfulness 
practice is the intentional process of observing, describing, and participating in reality 
nonjudgmentally, in the moment, and with effectiveness (i.e. using skillful means)".  
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With that in mind however, only some of the participants in the current study may 
meet criteria for BPD, indicating that the existing sample is characteristically different 
from a clinical BPD sample. Gratz and Chapman (2009) affirm that many (up to 75%) 
of those who self-injure do not meet criteria for BPD. Indeed the prevalence and 
severity of NSSI across the community (including in those with BPD) may be one of 
the reasons why NSSI is to be included in the DSM-V as a separate psychiatric 
diagnosis in its own right (Wilkinson & Goodyer, 2011).  
One possible explanation for the lack of a relationship between these specific 
mindfulness skills and NSSI could be that rather than the direct reduction of NSSI via 
increased mindfulness skills, NSSI is indirectly reduced as a by-product of a direct 
increase in the ability to regulate affect and tolerate emotional distress. Evidence for a 
more mediated or indirect relationship between mindfulness and NSSI is that 
mindfulness, emotion regulation and distress tolerance skills are all taught in the first 
stage of DBT, which specifically targets the reduction of NSSI and distress from Axis I 
disorders. In fact, Linehan (1993a, p.149) states that mindfulness skills (e.g. 
nonjudgmentally observing and describing inner events) are required for both distress 
tolerance and affect regulation. It is important to note however that the specific 
element(s) of DBT that improve NSSI behaviour remain unclear (Muehlenkamp, 2006).   
The sequential multiple regression analysis also found that lower level of accepting 
without judgement made a statistically significant contribution to the prediction of 
higher levels of trait anxiety; uniquely explaining 9.5% of the variance. This indicates 
that level of accepting without judgement (i.e. accepting and not judging both internal 
events, and oneself for having these internal events) makes an indirect contribution to 
NSSI; because it has a strong relationship with, predicts, and plays an important part in, 
level of trait anxiety. This finding supports Walsh et al.'s (2009) conclusion that 
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important features of trait anxiety (such as an attentional bias towards threat, and a 
threatening interpretation or judgement of ambiguous stimuli) are incompatible with 
key aspects of mindfulness (such as attention to and acceptance of immediate 
experiences). In addition, level of accepting without judgement was found to be lower 
on average in those who cut their body three times or more (p = .005), than those who 
have never self-injured; and with a less stringent Bonferroni adjusted p-value, this 
difference would have been statistically significant.  
The current study also found that level of acting with awareness (i.e. engaging fully 
in an activity with undivided attention) had a small to medium negative relationship 
with avoidant coping, and had a medium positive relationship with approach coping. 
This finding makes theoretical sense considering level of acting with awareness also 
had a medium negative relationship with level of trait anxiety. That said however, level 
of acting with awareness did not statistically significantly predict or contribute to level 
of trait anxiety in the final step of the multiple regression analysis. This again indicates 
that examining only correlations between variables can be misleading, and that a 
number of variables in this study share relationships and variance.  
 
Avoidant Coping Variables 
Results from the current study also demonstrate that a higher use of avoidant coping 
(including avoiding stressors, giving up on goals because of stress, distracting oneself 
from stressors, acting as though a stressor is not real, and using alcohol and/or other 
drugs in order to think less about a stressor) does not predict repetitive NSSI in the 
current sample after controlling for level of trait anxiety. Despite this, as previously 
stated, between-group analysis did identify a significantly higher level of use of 
behavioural disengagement coping and level of use of alcohol-drug disengagement 
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coping in those who cut themselves three times or more. This partially supports a study 
by Hasking et al. (2008) who also found a significantly higher use of avoidant coping 
(including behavioural disengagement, mental disengagement, denial, and substance 
use) in a moderate to severe self-injuring group of (mostly) Australian female 
undergraduate students. These students were compared to a mild self-injury group and a 
non-self-injury group. They also found that group differences magnified, as self-injury 
increased in severity. That said, the findings in the two studies are not identical as 
Hasking et al. (2008) used an alternative self-injury questionnaire, and membership of 
their moderate to severe self-injury group was also determined by frequency, severity, 
and recency of NSSI, rather than by just those who cut their body three times or more.  
Brown, Williams and Collins (2007) also found that higher behavioural 
disengagement (p = .001) significantly differentiated both recent and past self-harmers 
from non-self-harmers; and that higher substance use (p = .001) significantly 
differentiated past self-harmers from non-self-harmers, in a sample of non-clinical 
United States college students. In addition, Andover et al. (2007) found significantly 
more use of avoidance coping strategies in male and female self-mutilating college 
students, however this study used a different coping questionnaire to the current study.  
 
Approach Coping Variables 
Results also demonstrate that approach coping (including actively taking steps to 
remove a stressor or lessen its effect, putting other things aside and focusing solely on 
dealing with a stressor, re-construing stressors and stressful events in positive terms, 
and thinking about how to cope with, and developing strategies to cope with a stressor), 
also does not appear to play much of a part in NSSI behaviour. That is, a lower use of 
approach coping in and of itself, does not predict repetitive NSSI after controlling for 
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level of trait anxiety in the current sample. Similarly to avoidant coping, despite the lack 
of prediction of repetitive NSSI by the use of approach coping in the entire current 
sample; between-group analysis identified that level of use of positive reinterpretation 
and growth coping (p = .015), and level of use of planning coping (p = .038), were 
found to be (non-significantly) lower on average in those who cut their body three times 
or more, when compared to non-self-injurers. With a less stringent Bonferroni adjusted 
p-value however, this difference would have been statistically significant.  
Similarly, Brown, Williams and Collins (2007) also found lower use of positive 
reinterpretation (p = .042) and planning coping (p = .014) differentiated recent self-
harmers from non-self-harmers; however this result was also technically non-significant 
after they applied the same Bonferroni-adjusted significance criteria to the one used in 
the current study (p < .0033). Hasking et al. (2008) however did find a significantly 
lower use of positive reinterpretation (p < .01) and active coping (p < .001) in their 
moderate to severe (recent) self-injuring group. With all this in mind, the relationship 
between approach coping and NSSI remains equivocal.  
 
Substance Use Variables 
Substance use including harmful use of alcohol and problems related to drug use 
also do not appear to play a part in NSSI behaviour, based on the findings in the current 
study. That is, more harmful and problematic use of substances in and of itself does not 
predict repetitive NSSI after controlling for level of trait anxiety. In fact, the two 
substance use variables measured in this study showed very little relationship to any of 
the other variables, except alcohol and drug disengagement coping (as would be 
expected).  
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One possible explanation for the lack of a direct prediction of repetitive NSSI may 
be that substance use contributes indirectly to NSSI. That is, substance use may predict 
other variables, which directly predict NSSI. For example, more harmful and 
problematic use of substances may predict impulsivity, which has been found to be 
associated with NSSI.  
One limitation with the current study which makes drawing firm conclusions 
difficult is that NSSI in this sample was performed (on average) between early 
adolescence (14 years) and early adulthood (18 years). The substance use measures 
used here enquired about substance use primarily over the last 12 months, and the mean 
age of the current sample was 22.08 years. It is possible therefore, that substance use 
patterns in the current sample were higher during the time when most NSSI was 
occurring, and therefore the current findings under-estimate the true relationship. That 
said however, qualitative data enquiring as to why NSSI was performed (i.e. at the time 
it was performed) showed that only three self-injuring participants stated that alcohol or 
drug intoxication was a motivating factor or reason for their self-injuring behaviour.  
It is also possible that participants were intoxicated whilst performing NSSI but did 
not identify this, because something else (e.g. anxiety or anger) actually motivated their 
self-injury. That is, drug or alcohol intoxication may have facilitated self-injury, by 
lowering a participant's inhibition, at the time of self-injury, rather than being the 
primary motivator to self-injure. Despite this possibility, Nock and Prinstein (2005) 
found that NSSI was usually performed without the use of alcohol and drugs. Only 18% 
of their small adolescent psychiatric inpatient sample reported drug or alcohol use 
during NSSI. On the other hand, Hasking et al. (2008) found significantly higher 
alcohol use amongst their moderate to severe self-injuring group, when compared to a 
non-self-injuring group. Similarly, results from the current study also indicated that 
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with a less stringent Bonferroni adjusted p-value, harmfulness of alcohol use (p = .007) 
and problems related to drug use (p = .010) would have been statistically significantly 
higher in participants who cut their body three times or more, when compared to non-
self-injurers.  
Once again, taking all this into account, the relationship between drug and alcohol 
use and NSSI remains equivocal. This relationship may be differentiated by many 
factors including gender, age, level of psychopathology, and severity of NSSI. Research 
with very specific populations appears to be required to identify the role of substance 
use in NSSI.  
 
Trait Anxiety 
The Experiential Avoidance Model (EAM) of Deliberate Self-Harm posits that 
deliberate self-harm is performed to assist the participant to escape from or avoid 
unwanted emotional experiences or arousal. Both the quantitative and qualitative data 
from the current study support the conclusion that anxiety appears to be one of these 
unwanted emotional experiences. As previously stated, higher level of trait anxiety (i.e. 
the tendency to respond to stressors with elevated tension, apprehension, nervousness, 
and worry) did statistically significantly predict membership of a non-suicidal self-
injury group (i.e. moderate-superficial repetitive self-mutilation). The current study's 
finding that trait anxiety is associated with NSSI supports findings by Klonsky et al. 
(2003), Laye-Gindhu and Schonert-Reichl (2005), and Ross and Heath (2002). In 
addition, between-group analysis also identified a statistically significantly higher level 
of trait anxiety in those who deliberately cut their body three times or more, than those 
who have never deliberately self-injured.  
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Trait anxiety did not however explain a substantial amount of variance in NSSI 
indicating (as expected) that factors other than trait anxiety are also involved in 
repetitive deliberate self-injuring behaviour. The qualitative data in the current study 
indicate that depression, unhappiness, sadness, anger, and frustration are also unwanted 
emotional (distressing) experiences that motivate NSSI. The EAM also posits that 
distress tolerance plays an important part in NSSI. It is therefore also possible that low 
emotional distress tolerance may be just as important to NSSI as the actual level of 
unwanted emotions experienced.  
In addition, results from the current study revealed that a core facet of mindfulness 
(accepting without judgement) has an important relationship with, predicts, and plays a 
key part in level of trait anxiety in the current sample. What becomes clear as a result of 
the specific combination of findings in the current sample is that lower level of 
accepting without judgement plays an important part in higher level of trait anxiety, 
which plays an important part in repetitive non-suicidal self-injuring behaviour.  
 
Qualitative Analysis 
Motivating Factors for Non-Suicidal Self-Injury 
Thematic analysis of participants' short qualitative explanations as to why they self-
injured indicated that anxiety, stress, worry, or tension, both uniquely, and in 
combination with other factors such as depression, were motivating factors for fourteen 
participants who performed NSSI; especially body cutting, carving, severe scratching or 
burning behaviour. This result supports the findings of Laye-Gindhu and Schonert-
Reichl (2005), and the premise that anxiety plays a part in NSSI behaviour, especially 
self-mutilation.  
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The motivation for NSSI reported by at least twelve, and as many as twenty 
participants, could also be specifically categorised as to relieve or reduce anxiety, 
stress, worry or tension. Seventeen participants indicated that depression, unhappiness, 
or sadness both uniquely, and in combination with other factors such as anxiety, 
motivated their NSSI; once again, particularly body cutting, carving, severe scratching 
or burning behaviour. This result also supports the findings of Laye-Gindhu and 
Schonert-Reichl (2005).  
Eighteen participants indicated that anger or frustration both uniquely, and in 
combination with other factors such as anxiety and/or mood problems, motivated their 
NSSI. Anger or frustration however seemed to motivate as much head banging and self-
punching type behaviour as they did self-mutilative type behaviour.  
The motivation for NSSI reported by at least one third (potentially over one half) of 
self-injurers could be qualitatively categorised as experiential avoidance (or affect 
regulation). That is, a participant's reason for self-injuring indicated reduction or control 
of overwhelming feelings; relief from a terrible state of mind; escape from or avoidance 
of negative affective states; or avoidance of negatively evaluated internal events.  
These results support the notion that in the current sample at least, NSSI is 
performed to self-regulate unpleasant emotion - the premise proposed by the affect 
regulation and behavioural-environmental models (Messer & Fremouw, 2008) and the 
automatic negative reinforcement dimension of Nock & Prinstein's (2004; 2005) four-
function model; and to avoid unwanted emotional experiences or arousal, as proposed 
by the Experiential Avoidance Model (EAM) of Deliberate Self-Harm (DSH) 
(Chapman et al., 2006).  
NSSI also appears to be used to seek assistance or care (sometimes termed 
attention seeking), influence someone, or to cry for help; as evidenced by fifteen self-
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injurers in the current study reporting this as a motivating factor for NSSI. This result 
also supports the behavioural-environmental model (Messer & Fremouw, 2008) and the 
social positive reinforcement dimension of Nock & Prinstein's (2004; 2005) four-
function model, which largely state that NSSI can have positive effects on the person's 
environment by, at times, eliciting care. Interestingly, the reported frequency of NSSI 
performed to seek assistance however appears to be quite low, i.e. mainly once, twice or 
three time episodes. This may indicate that higher frequency of self-injury is not 
necessarily motivated by a need for support. At least two (potentially six) self-injurers 
were motivated by peer pressure or group association and at least four (potentially six) 
were motivated by loneliness.  
Eleven self-injuring participants reported being motivated by self-punishment or 
self-loathing. This is consistent with the automatic positive reinforcement (A-PR) 
dimension of Nock & Prinstein's (2004; 2005) four-function model (i.e. to feel pain). In 
fact confirmatory factor analysis of the data Nock and Prinstein (2004, p.888) used to 
support their model showed that "To punish yourself" strongly loaded (.89) onto the 
automatic positive reinforcement dimension (factor 2). The finding that some 
participants were motivated by self-punishment in the current study, also supports 
evidence provided by Klonsky (2007b), who found both strong and modest support for 
self-punishment as a function of deliberate self-injury in his review of the literature. 
Another point to consider is that it is possible that some of these participants in 
punishing themselves were also attempting to relieve feelings of anger at themselves. 
This motivation would be consistent with the automatic negative reinforcement (A-NR) 
dimension of Nock & Prinstein's (2004; 2005) model.  
One final theme which appeared in the qualitative data in the current study was that 
fourteen self-injurers were motivated by sensation seeking, curiosity and/or fun. Once 
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again, the reported frequency of NSSI performed for sensation seeking, curiosity and/or 
fun, appears to be quite low, i.e. mostly once, twice or three time episodes. A number of 
these self-injurers may have merely experimented with NSSI. 
 
Limitations 
Some limitations in the current study need to be acknowledged. First, the results 
from this specific female university student sample may not generalise well to other 
populations, for example, clinical inpatients. It is theoretically possible that conducting 
the current study with only patients meeting BPD criteria may evidence stronger 
relationships between the key variables. Secondly, the use of retrospective self-
reporting recalling experiences from adolescence, may suffer inaccuracies due to either 
poor memory or memory biases. Thirdly, the Cronbach’s alpha coefficients measuring 
internal consistency for the level of use of mental disengagement coping and level of use 
of suppression of competing activities coping variables were poor.   
Fourth, frequency of non-suicidal self-injury was measured retrospectively, i.e. 
"have you ever", where-as measurement of variables such as trait anxiety, mindfulness 
skills, coping, and substance use were measured in the present tense, i.e. "describe how 
you generally feel" or "indicate what you usually do". It is possible that participants 
may have exhibited different levels of the trait anxiety, mindfulness skills, coping, and 
substance use variables when they were performing self-injuring behaviour, if they self-
injured a number of years ago. That said however, one quarter of those who self-injured 
had done so within the last year. It is also argued that variables such as trait anxiety, 
acting with awareness, accepting without judgement and use of behavioural 
disengagement coping remain stable over time without intervention. Results from the 
following study (see chapter six) support this argument. In addition, the qualitative data 
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collected referred to the actual time when self-injury occurred. This limitation would 
also not affect the reported relationships between the mindfulness and coping variables 
and trait anxiety. It is also possible that if the current study was conducted again with 
only recent or current self-injurers, the results could in fact yield stronger relationships 
between non-suicidal self-injury and the hypothesised variables.  
Finally, general psychiatric severity was not assessed in the current study. In not 
controlling for general psychiatric severity, the current findings regarding trait anxiety’s 
relationship with NSSI may in fact simply reflect an association between 
psychopathology and NSSI.   
 
Conclusion and Further Research 
With hindsight, hypothesizing the direct prediction of frequency of non-suicidal 
self-injury by several of the variables measured in this study may have been ambitious. 
A number of studies, including this one, have established a link between self-injuring 
behaviour and anxiety. There is however only limited evidence and mixed results for 
the theoretical relationship between non-suicidal self-injury and the use of avoidant and 
approach coping. The evidence for a relationship between drug and alcohol use and 
self-injurious behaviour is also currently limited and unclear. Whilst some evidence 
exists linking higher mindfulness to less use of avoidant coping and lower trait anxiety, 
the relationship between mindfulness and NSSI is centered around the teaching of 
mindfulness skills in DBT, and may be an indirect, rather than direct relationship.  
The existing literature also indicates that self-injurious behaviour is related to, and 
influenced by, many biopsychosocial, emotional, and developmental risk factors; each 
of which only explain a small amount of variance. The current study set out to explore 
the reasons why self-injurers perform this behaviour. Qualitative data from the current 
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sample indicates that a number of unwanted emotions motivate self-injuring behaviour, 
especially body cutting, carving, severe scratching and burning. These motivators (or 
emotional risk factors) include: anxiety, stress, worry, or tension; depression, 
unhappiness, or sadness; and anger or frustration. Qualitative data from the current 
study also supports the premise posited in several prominent theoretical models that 
self-injury is performed: to self-regulate and escape from, or avoid unpleasant and 
unwanted emotional experiences or arousal; to seek assistance or care (attention), 
influence someone, or to cry for help; and to punish oneself.  
The current study also set out to explore whether theoretically related variables such 
as mindfulness, coping and substance use played a part in self-injuring behaviour.  
Based on the data collected in this sample, only level of trait anxiety appears to predict 
repetitive NSSI . That said, whilst the mindfulness, coping and substance use variables 
measured in this study may not be directly related to repetitive NSSI  after controlling 
for level of trait anxiety; they may predict and play an important part in other variables 
which are directly related. This study has already identified one such combination of 
relationships; that is, lower accepting without judgement skills predict higher trait 
anxiety; and higher trait anxiety predicts repetitive NSSI. Path analysis exploring 
whether trait anxiety serves as a mediating variable between the mindfulness, coping, 
and substance use variables measured and frequency of NSSI was considered for the 
current study. However, mediation analysis was not considered appropriate due to the 
large number of variables being examined, the small sample size, and the non-normality 
of the frequency of NSSI variable. Future studies exploring trait anxiety as a potential 
mediator between the mindfulness, coping and substance use variables measured here 
and frequency of NSSI would provide valuable additional information.  
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Based on the existing literature, other potential direct predictors of non-suicidal 
self-injury which mindfulness, coping, and substance use, could play a part in include: 
"emotional intensity"; "emotional distress tolerance"; "emotional dysregulation"; and 
"impulsivity" (especially the facet of "urgency", i.e. the "inability to resist an urge 
during the experience of negative affect") (Klonsky et al., 2011, p.20). In fact, as per the 
Experiential Avoidance Model of Deliberate Self-Harm, Anderson and Crowther (2012) 
have recently found that intensity of emotional experiences, deficits in emotional 
regulation skills, and experiential avoidance behaviours, were all significantly higher in 
current self-injurers compared to those who have never self-injured. Non-self-injurers 
also demonstrated significantly higher acceptance of their emotions and impulse 
control. Future research into the relationships between these variables and non-suicidal 
self-injury is highly recommended, to help inform interventions.  
In addition, it is possible that a number of these specific vulnerabilities may need to 
be in place for non-suicidal self-injury to occur. As an example, an adolescent female 
may not have an increased vulnerability to non-suicidal self-injury unless she: is less 
accepting and more judgemental of aversive internal events; has a low tolerance to the 
emotional distress (e.g. anxiety, anger, frustration, sadness) that is generated by such 
events; and is high in impulsivity. If this is in fact the case, then teaching self-injurers 
skills which will help them to tolerate emotional distress, reduce their impulsive 
behaviour, and reduce negative emotional states such as high anxiety, would 
theoretically help them to reduce their use of non-suicidal self-injury as an experiential 
avoidance coping strategy.  
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CHAPTER SIX 
Study Two: Mindfully Coping with Anxiety  
 
Method 
Participants 
Seventy nine male and female undergraduate and postgraduate students recruited 
from a Metropolitan Melbourne university, aged between 18 and 65 years (M = 29.72, 
SD = 10.90) participated in this quasi-experimental time series design open clinical 
trial. Whilst university students were specifically chosen to provide a comparable 
sample to the Mindfully Coping with Non-Suicidal Self-Injury study (Study one); for 
pragmatic and ethical reasons, it was not considered appropriate to recruit actively self-
harming participants for Study two. Both male and female participants were invited to 
participate in order to maximise participant numbers.  
 
Procedure 
To promote the study and obtain potential participants, a number of initiatives were 
undertaken. A one page flyer was both handed out, and placed around the university. 
The library, cafes, and bulletin boards we all utilised. Faculty Unit Chairs placed an 
advertisement on the university intranet. The same advertisement was emailed to a cross 
section of students. The flyer, intranet advertisement, and email, all promoted a research 
study being conducted to establish whether a new self-help workbook designed for 
people suffering with anxiety problems was effective in helping people to build skills to 
alleviate anxiety and live in a way more closely aligned with their values. Potential 
participants were advised that they did not need to have been diagnosed with a specific 
anxiety disorder; that they would receive a free copy of the workbook and 
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accompanying audio CD; that they were required to attend training sessions, practice 
exercises, and complete questionnaires; and that there was no cost to participate (see 
Appendix H). 
The author also provided three minute presentations to students at a number of 
lectures and tutorials. The content of the presentation was a summary of the Plain 
Language Statement used for the study (see Appendix I). Participants were also 
recruited via referral from the university counselling and medical services, after the 
student researcher provided a presentation about the study to university staff. To help 
maintain confidentiality, specific identification of participants referred from the 
counselling and medical services was not undertaken. Whilst no inducements were 
offered to participate in the study, as promoted, a self-help workbook with its 
accompanying audio CD was provided free of cost to each participant. Interested 
students were asked to make enquires to a dedicated email address, and Plain Language 
Statements explaining the study were sent to approximately two hundred and sixteen 
potential participants.  
Seventy nine students agreed to take part in the study. Fifty one participants 
attended introductory meetings, where any questions about the study were answered, 
and initial paperwork was completed. This paperwork consisting of: a consent to 
participate form; a participant details form (including demographic information, use of 
any current anxiety medications, and any additional psychological assistance they may 
be receiving); and an initial master questionnaire. Twenty eight participants who were 
unable to attend the introductory meeting were sent the initial paperwork, which they 
completed and returned.  
In order to increase the generalizability of the study results, minimal screening out 
of participants was undertaken. Eligibility criteria dictated that participants needed to: 
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be at least 18 years of age; be currently attending the university; and have not already 
read "The Mindfulness and Acceptance Workbook for Anxiety" by Forsyth & Eifert 
(2007). Participants did not need to have an existing anxiety disorder diagnosis to join 
the study. Nor did they need to be suffering with any specific type of anxiety problem 
or disorder. Based on their current life experiences, participants merely identified (self-
assessed) themselves as suffering moderate to high levels of anxiety, which was 
disrupting their work/school, social and/or family lives. Participants were expected to 
be using moderate to high levels of avoidant coping strategies (to control or manage 
their anxiety), and to possess low to moderate trait mindfulness, mindfulness skills, and 
capacity to tolerate distress. Participants who were taking medication or seeking 
additional assistance for their anxiety-related problems were not asked to alter these 
existing arrangements. Participants were also advised that they were free to end their 
participation in the study at any time. 
The intervention was conducted on three separate occasions, between May 2010 
and September 2011, see Figure 6.1. Whilst it was initially intended to use strict random 
allocation of participants to groups, over time, participant allocation to either a wait 
control or immediate start (training) group became dependent upon their availability 
and the flow of participant recruitment: for example, the point in time the individual 
volunteered to participate; the location of the campus they were recruited from; and the 
timing of the academic calendar.  
In series one (May 2010), eleven participants were assigned to the wait control 
group and twenty one were assigned to the immediate start (training) group. Another 
eight participants on a separate campus were automatically placed into the wait control 
group.  
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In series two (August 2010), the initial wait control group received their skills 
training (i.e. the same skills training that the immediate start group received in May). At 
the same time, another fifteen immediate starters (who had not undertaken a wait 
period) also started training. That is, these fifteen new immediate starters received their 
skills training at the same time as the wait control group from May 2010.  
In series three (January 2011), thirteen participants were automatically placed into 
the wait control group. In March 2011, these waiters received their skills training. At 
the same time, another eleven immediate starters (who had not undertaken a wait 
period) also started training. That is, these eleven new immediate starters received their 
skills training at the same time as the waiters from January 2011. In summary, thirty 
two participants agreed to undertake a wait period, and fourty seven participants agreed 
to start their skills training intervention immediately, without a wait period.  
The wait control group ("waiters") completed their wait period over approximately 
eight and a half weeks (59.83 days) on average (min = 21 days, max = 82 days, SD = 
13.48), before commencing their skills training. Waiters filled in a master questionnaire 
at the start of the wait period (SOW). This master questionnaire, which measured: trait 
anxiety; disruption to work/school, social or family lives; trait mindfulness; mindfulness 
skills; ability to take action; acceptance; avoidant coping strategies; and capacity to 
tolerate distress; was used throughout the study.  
All those who participated in the intervention ("training participants"), undertook 
the 12 week "Mindfully Coping with Anxiety Intervention" (outlined in detail below). 
These training participants also filled in the master questionnaire at the start of the 
training period (SOT) before undertaking their skills training [note that the end of wait 
(EOW) data and the start of training (SOT) data for the wait control group are the same 
data, because skills training for the waiters started directly after the end of the wait 
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period]. All training participants received their workbook and audio CD at the start of 
the training period (SOT).  
All those who completed the intervention ("training completers") then filled in the 
master questionnaire at the end of the training period (EOT). Training completers also 
filled in a feedback sheet which examined: the usefulness of the workbook and training 
sessions; any additional assistance they sought for their emotional well-being during the 
intervention; and how much homework they were able to complete. Three months after 
the end of the intervention (3MP), training completers were also asked to fill in the final 
master questionnaire and a final homework completion sheet.  
 
The Mindfully Coping with Anxiety Intervention 
The goals of the Mindfully Coping with Anxiety group training intervention were 
to: alleviate distress and suffering caused by anxiety; minimise disruption to 
work/school, social or family lives due to anxiety; increase trait mindfulness; increase 
mindfulness skills; increase acceptance and the ability to take action; reduce the use of 
avoidant coping strategies; and increase the capacity to tolerate distress. Whilst 
developing such an intervention was initially considered, an existing, cost effective 
stand-alone self-help treatment manual was discovered which was believed to be able to 
achieve most, if not all of these goals. Demonstrating the efficacy of an easily 
accessible, cost-effective, self-help style mindfulness and acceptance-based intervention 
such as this was a primary aim of the current study, because if successful, this would 
also provide another viable treatment option for those who are unable to afford or 
access alternative treatments.  
With permission from the authors, the "Mindfulness and Acceptance Workbook for 
Anxiety - a Guide to Breaking Free from Anxiety, Phobia & Worry Using Acceptance 
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& Commitment Therapy" (Forsyth & Eifert, 2007) was chosen for the intervention. 
This workbook was developed to assist any person suffering with any anxiety disorder. 
Apart from its educational content, this workbook also contained skills development 
exercises, examples of completed exercises and forms, blank forms to use, and a guided 
meditation companion CD.  
The intervention systematically worked its way through the workbook. Six group 
training sessions were conducted at fortnightly intervals during weekdays on the 
university campus. Each session lasted approximately 90 minutes. To minimise 
absenteeism, the same session was provided twice, on separate occasions, so 
participants could chose to attend the time that suited them. Extra training sessions were 
conducted on occasion as required, for participants who could not attend either of the 
scheduled sessions.  
All group training sessions were facilitated by the author (a doctoral psychology 
student and probationary psychologist) under the direction of the clinical supervisor. 
Each group training session followed a similar format. An overview and explanation of 
material from several workbook chapters at a time was provided. Material was also 
reviewed from previous sessions, and any questions trainees had were answered. 
Selected key experiential exercises were also learnt and practiced in-session. Trainees 
were not obligated to participate in these in-session exercises if they felt uncomfortable 
doing so. They could merely sit and listen if they preferred. As the group training 
intervention was designed to be a skills development program (not a psychotherapy or 
counselling group), participants were also not expected to discuss or share personal 
information in-session.  
Homework was also set for the fortnight in-between sessions. This generally 
included: reading the chapters overviewed in the session; completing the exercises 
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contained in each chapter; and regularly practicing selected key exercises. Participants 
were encouraged to use the workbook CD when practicing at home. Homework 
commitment was expected to be approximately two to three hours per week. Treatment 
adherence was reported by participants via the completion of homework sheets. This 
included reporting how much of the workbook they read, whether they completed key 
one-off workbook exercises, and how many times they practiced key workbook 
exercises.   
Session one focused on the first five chapters of the workbook. Content covered 
included: an introduction to the workbook; choosing a new approach to anxiety, to get a 
different outcome; an overview of ACT; understanding anxiety and its disorders; 
confronting avoidance; myths about anxiety; fusion; and a mind watching exercise to 
regularly practice.  
Session two focused on chapters six to eight. Content covered included: the costs of 
anxiety management; what matters more, managing anxiety or living a good life; ending 
the struggle with anxiety; and a Living In Full Experience (LIFE) form to complete 
periodically.  
Session three covered chapters nine to eleven. Content included: controlling 
choices, actions and destiny; mindful acceptance; and a mindful breathing, and 
acceptance of thoughts and feelings exercise to regularly practice.  
Session four covered chapters twelve to fourteen. Content included: taking control 
of life; finding values and life direction; facing anxiety with mindful acceptance; and an 
acceptance of anxiety exercise which required regular practice.  
Session five covered chapters fifteen to seventeen. Content included: compassion 
and kindness; facing pain and living life; developing comfort with a judgmental mind; 
and a number of exercises requiring regular practice. These included: a loving kindness 
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exercise; a learning to forgive exercise; a leaves on a stream exercise; and various 
"FEEL" exercises for bodily discomfort, nagging worries and doubts, disturbing 
images, and painful memories. Here, participants were advised to practice the FEEL 
exercises which were most applicable to their own individual needs and circumstances.  
Session six covered chapters eighteen to nineteen. Content included: moving 
towards a valued life; setting and achieving goals; staying on course; and a summary 
review of the material covered during the training sessions.   
 
Outcome Measures 
For the purposes of this study, a combined master questionnaire was compiled 
which contained seven publicly available self-report measures. Permissions were 
obtained from the respective authors. The questionnaire took approximately 30 minutes 
to complete. These self-report measures were as follows.  
The State-Trait Anxiety Inventory (STAI; Spielberger, Gorsuch, Lushene, Vagg & 
Jacobs, 1983). See chapter five for details regarding the scale, its psychometric 
properties, and the variables measured.  
The Sheehan Disability Scale (SDS; Sheehan, 1983) is a widely used three item 
self-report measure of the extent to which three important functional domains within a 
respondent's life, are impaired by symptoms of anxiety. Functional impairment was 
discussed in the introduction. The SDS was specifically developed as a treatment 
outcome measure and is useful with either inpatients or outpatients (Williams, 2008). 
The SDS simultaneously uses visual-spatial, numeric, and verbal descriptions, in a ten 
point anchored visual analogue scale. Respondent's rate (from 0 - "Not at all" to 10 - 
"Extremely"), the extent to which any anxiety they have been recently experiencing  has 
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disrupted their "work / school work", "social life / leisure activities" and "family life / 
home responsibilities" (Williams, 2008).  
The SDS displays sound psychometric properties. High internal consistency (alpha 
= .89) has been found in a primary care sample of 1001 patients. Construct validity was 
also empirically supported in the same sample. The SDS has shown "sensitivity (0.83), 
specificity (0.69), positive predictive value (0.47) and negative predictive value (0.92)" 
for patients with GAD, OCD and panic disorder (Williams, 2008, p.102). Leon, Shear, 
Portera, & Klerman (1992), in analysing the internal consistency, and construct, 
criterion, and discriminant validity of the SDS, state that the scale has adequate 
reliability and validity, and is sensitive to treatment effect changes over time. They also 
recommend its inclusion in medication outcome studies for both panic disorder and 
other psychopathology. Scores for each of the three domains range from 0 to 10, with 
higher scores indicating higher functional impairment. In fact, Williams (2008) states 
that scores equal to, or greater than five should be given special consideration, as high 
scores have been found to be related to both significant functional impairment, and 
increased risk of psychopathology. Whilst scores on the three domains can be summed 
to indicate a level of global functional impairment (Williams, 2008), for the purposes of 
this study, the three continuous variables level of disruption to work or school life 
caused by anxiety, level of disruption to social life caused by anxiety, and level of 
disruption to family life caused by anxiety were measured separately.  
Two additional quantitative questions are also contained in the SDS. These are: "On 
how many days in the last three months did your symptoms cause you to miss school or 
work or leave you unable to carry out your normal daily responsibilities?" and "On how 
many days in the last three months did you feel so impaired by your symptoms that 
even though you went to school or work, your productivity was reduced?" A Likert-
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type scale is not used for these two questions. A number is simply written by the 
respondent on the line provided.  
The Acceptance and Action Questionnaire (AAQ-16; Bond & Bunce, 2003; Hayes, 
Strosahl et al., 2004) is a 16 item self-report questionnaire that assesses "psychological 
flexibility/acceptance"; or "people’s  willingness  to  accept  their  undesirable  thoughts  
and feelings while acting in a way that is congruent with their values and goals" (Bond 
& Bunce, 2003, p.1060). The AAQ-16 contains two factors and their individual 
subscales. Willingness/Acceptance ("willingness to experience unwanted internal 
events") comprises seven items, e.g. "I rarely worry about getting my anxieties, worries, 
and feelings under control". Action ("ability to take action, even in the face of unwanted 
internal events") comprises nine items, e.g. "Despite doubts, I feel as though I can set a 
course in my life and then stick to it" (Bond & Bunce, 2003, p.1060). Respondents rate 
how true each statement is for themselves on a Likert-type scale from 1 (never true) to 7 
(always true).  
The choice of instruments to measure ACT processes such as willingness / 
acceptance and action is currently quite limited (Hayes et al., 2006). One such 
instrument, the AAQ, is a relatively new measure and its development is still in 
progress. Initial investigation indicates good psychometric properties for the AAQ. This 
includes good convergent and discriminant validity, and adequate four month test-retest 
reliability (r = .64) in a university sample (see Hayes et al., 2004; 2006). Good internal 
consistency validity (alpha of .72 to .79), and sufficient construct and criterion-related 
validity has been found for the AAQ-16 in a community sample (Bond & Bunce, 2003). 
Total scores range from 7 to 49 on the willingness/acceptance scale and from 9 to 63 on 
the action scale, and are summed to form the two continuous variables of level of 
willingness/acceptance and level of action. Overall, higher scores on the combined 16 
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items represent higher levels of psychological acceptance and less experiential 
avoidance.   
The Mindfulness Attention Awareness Scale (MAAS; Brown & Ryan, 2003) is a 15 
item self-report questionnaire that assesses the frequency of present moment attention 
and awareness; two important aspects of dispositional or trait mindfulness (Brown & 
Ryan, 2003). Respondents rate from 1 (almost always) to 6 (almost never) on a six point 
Likert-type scale, how frequently they have particular cognitive, emotional, physical, 
and interpersonal experiences. For example, "I do jobs or tasks automatically, without 
being aware of what I’m doing".  
The MAAS exhibits sound psychometric properties. The authors established good 
reliability and validity in both university and community samples. They found good 
internal consistency (alpha of .82), and four week test-retest reliability (r = .81) in 
samples of university students. They also found correlational evidence to support the 
convergent and discriminant validity, and evidence from a laboratory-based study to 
support the construct validity (Brown & Ryan, 2003). Total scores range from 15 to 90, 
and higher scores indicate more frequent attention and awareness. Scores for each item 
are summed to form the continuous variable of frequency of present moment attention 
and awareness.  
The Kentucky Inventory of Mindfulness Skills (KIMS; Baer et al., 2004). See 
chapter five for details regarding the scale, its psychometric properties, and the 
variables measured.  
The Distress Tolerance Scale (DTS; Simons & Gaher, 2005) is a 15 item self-report 
questionnaire that assesses a person's perceived "capacity to experience and withstand 
negative psychological states" (p.83). The DTS assesses people's beliefs about feeling 
distressed or upset, on a five point Likert-type scale from 1 - "Strongly Agree" to 5 
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"Strongly Disagree" e.g. "Feeling distressed or upset is unbearable to me". It contains 
four subscales representing four dimensions of distress tolerance: tolerance (e.g. 
"There’s nothing worse than feeling distressed or upset"); regulation (e.g. "I’ll do 
anything to avoid feeling distressed or upset"); appraisal (e.g. "I am ashamed of myself 
when I feel distressed or upset"); and absorption (e.g. "When I feel distressed or upset, 
all I can think about is how bad I feel") (see the introduction for an explanation of these 
constructs).  
The authors report sound psychometric properties. The DTS was initially found to 
have good internal consistency (alpha for distress tolerance .89, tolerance .72, appraisal 
.82, absorption .78, and regulation .70), good test-retest reliability over six months (r = 
.61), and good construct, criterion, convergent and discriminant validity in samples of 
university students (Simons & Gaher, 2005). Higher scores indicate higher perceived 
ability to tolerate emotional distress. Total scores range from 15 to 75. The mean score 
is calculated to form the continuous variable of level of emotional distress tolerance.  
The Coping Orientation to Problems Experienced (COPE; Carver, Scheier, & 
Weintraub, 1989). See chapter five for details regarding the scale, its psychometric 
properties, and the variables measured. The subscales included in the current study were 
level of use of behavioural disengagement and level of use of mental disengagement.  
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Results 
Descriptive Statistics 
Sample Demographics 
Seventy nine participants initially volunteered to take part in this study. Four 
participants did not commence. Sixty eight (90.7%) of the 75 participants who took part 
in this study were female, seven (9.3%) were male. The age range was between 18 and 
65 years, (M = 29.72, SD = 10.90). Sixty one (81.3%) classified themselves as 
Caucasian, nine (12%) as Asian, and five (6.7%) as Other. These results indicate that 
the majority of people who took part in this study were adult Caucasian females. Scale 
means and standard deviations for the current sample were compared with those from 
studies examining other samples which have used the same measures. This was done in 
order to provide information regarding the current sample in relation to normative and 
clinical groups.  
 
Trait Anxiety 
Descriptive statistics for the level of trait anxiety variable in the current sample 
when they first joined the study, can be seen in Table 6.1. These statistics are compared 
to those found in a sample of 531 U.S. female college students published in the Manual 
for the State-Trait Anxiety Inventory (STAI) Form Y (Spielberger et al., 1983), and 
those found in the sample of 140 undergraduate students in study one (see above); with 
the mean being higher in the current Australian sample. This result suggests that the 
current sample were higher in trait anxiety than the average female university student.  
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Table 6.1  
Descriptive Statistics – Trait Anxiety – for all Participants 
 Current      
Sample (N = 75) 
Comparison 
Sample 
STAI 
Variable  Mean (SD) Mean (SD) Score 
Range 
Trait Anxiety 51.15 a (10.20) 40.40 b (10.15) 
42.29 c (11.33 c) 
20 - 80 
a
 86th percentile for United States Female College Student Sample (Spielberger et al., 1983).  
b
 53rd percentile for United States Female College Student Sample (Spielberger et al., 1983).  
c
 Australia Female Undergraduate Sample (see study one)  
 
Disruption (Functional Impairment) Caused by Anxiety 
Descriptive statistics for the level of disruption or functional impairment caused by 
anxiety variables in the current sample when they first joined the study can be seen in 
Table 6.2. These statistics are similar to those found in a sample of 933 primary care 
patients in Belgium and Luxemburg, 60% female, mean age 49.3 years, diagnosed with 
G.A.D. (Ansseau et al., 2008); with each mean being slightly lower in the current 
Australian sample. These results suggest that on average, the current sample were 
experiencing moderate levels of disruption to their work or university work, social, and 
family lives, as a result of their anxiety symptoms, when they first joined the study.   
 
Table 6.2  
Descriptive Statistics – Disruption Caused by Anxiety – for all Participants 
 Current      
Sample (N = 74) 
Comparison 
Sample a 
SDS 
Variable  Mean (SD) Mean (SD) Score 
Range 
Disruption to Work / School Work 5.46 (2.33) 5.6 (2.4)  0 - 10 
Disruption in Social Life 5.26 (2.55) 5.7 (2.3)  0 - 10 
Disruption in Family Life 4.77 (2.71) 5.7 (2.5) 0 - 10 
a
 Primary care patients diagnosed with G.A.D. (Ansseau et, al. 2008). 
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Willingness/Acceptance and Action 
Descriptive statistics for the level of willingness/acceptance (willingness to accept) 
and level of action variables in the current sample when they first joined the study can 
be seen in Table 6.3. These statistics are similar to those found (at baseline) in a sample 
of 29 anxiety disorder clinic outpatients who met DSM-IV criteria for social anxiety 
disorder (Kocovski et al., 2009); with each mean being slightly higher in the current 
Australian sample indicating greater levels of acceptance and greater action.  
 
Table 6.3  
Descriptive Statistics – Willingness/Acceptance and Action – for all Participants   
 Current      
Sample (N = 75) 
Comparison 
Sample 
AAQ-16 
Variable  Mean (SD) Mean (SD) Score 
Range 
Willingness/Acceptance 24.75 (6.70) 22.52 (5.09) 7 - 49 
Action  38.06 (6.88) 34.03 (7.32) 9 - 63 
a
 Anxiety disorder clinic outpatients who met DSM-IV criteria for social anxiety disorder (Kocovski et al., 2009).   
 
Present Moment Attention and Awareness (Trait Mindfulness) 
Descriptive statistics for the frequency of present moment attention and awareness 
(trait mindfulness) variable in the current sample when they first joined the study can be 
seen in Table 6.4. These statistics are similar to those of the aforementioned Kocovski 
et al. (2009) social anxiety disorder sample; with the mean being slightly higher in the 
current Australian sample indicating slightly higher attention and awareness to the 
present moment.  
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Table 6.4  
Descriptive Statistics – Present Moment Attention and Awareness (Trait Mindfulness) – for all 
Participants  
 Current      
Sample (N = 75) 
Comparison 
Sample 
MAAS 
Variable  Mean (SD) Mean (SD) Score 
Range 
Present Moment Attention and 
Awareness 
51.63 (13.62) 50.25 a (12.15 a) 15 - 90 
a
 Anxiety disorder clinic outpatients who met DSM-IV criteria for social anxiety disorder (Kocovski et al., 2009).   
 
Mindfulness Skills 
Descriptive statistics for the level of mindfulness skills variables in the current 
sample when they first joined the study can be seen in Table 6.5. These statistics are 
similar to those of the aforementioned Kocovski et al. (2009) social anxiety disorder 
sample; with three of the means being slightly higher in the current Australian sample. 
There was a larger difference in the level of describing variable. These statistics are also 
compared to those found in a sample of 215 U.S. undergraduate college students (the 
majority being young Caucasian females) published in the original article outlining the 
development of the KIMS (Baer et al., 2004); with each mindfulness skill mean being 
lower in the current Australian sample.  
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Table 6.5 
Descriptive Statistics – Mindfulness Skills – for all Participants  
 Current      
Sample (N = 75) 
Comparison 
Sample 
KIMS 
Variable  Mean (SD) Mean (SD) Score 
Range 
Observing  36.88 (8.70) 36.21 a (7.87 a) 
38.63 b (7.80 b) 
12 - 60 
Describing  26.12 (6.31) 21.66 a (6.25 a) 
28.21 b (5.48 b) 
8 - 40 
Acting with Awareness  26.09 (5.74) 23.72 a (6.47 a) 
29.22 b (5.37 b) 
10 - 50 
Accepting without Judgement  23.71 (7.09) 22.38 a (6.01 a) 
29.61 b (6.50 b) 
9 - 45 
a
 Anxiety disorder clinic outpatients who met DSM-IV criteria for social anxiety disorder (Kocovski et al., 2009).   
b
 United States Undergraduate College Student Sample (Baer et al., 2004). 
 
Emotional Distress Tolerance 
Descriptive statistics for the level of emotional distress tolerance variable in the 
current sample when they first joined the study can be seen in Table 6.6. These statistics 
are compared to those found in a sample of 119 undergraduate university students, 74% 
female, 63% Anglo-Australian (Huang et al., 2009); with the mean being lower in the 
current Australian sample indicating a lower ability to tolerate emotional distress.  
 
Table 6.6 
Descriptive Statistics – Emotional Distress Tolerance – for all Participants  
 Current      
Sample (N = 75) 
Comparison 
Sample 
DTS 
Variable  Mean (SD) Mean (SD) Score 
Range 
Emotional Distress Tolerance 40.03 (13.68) 49.18 (12.25) 15 - 75 
a
 Undergraduate university students (Huang et al., 2009). 
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Coping Strategies 
Descriptive statistics for the level of use of avoidant coping variables in the current 
sample when they first joined the study can be seen in Table 6.7. These statistics are 
compared to those found in a sample of 1030 U.S. college students (Carver et al., 1989), 
and those found in the sample of 140 undergraduate students in study one (see above); 
with each mean being higher in the current Australian sample.  
 
Table 6.7  
Descriptive Statistics – Avoidant Coping – for all Participants 
 Current      
Sample (N = 75) 
Comparison 
Sample 
COPE 
Variable  Mean (SD) Mean (SD) Score 
Range 
Behavioural Disengagement 7.73 (2.67) 6.11 a (2.07 a) 
6.45 b (2.29 b) 
4 - 16 
Mental Disengagement 10.49 (2.83) 9.66 a (2.46 a) 
9.35 b (2.53 b) 
4 - 16 
a
 United States College Student Sample for the Dispositional COPE scales (Carver et al., 1989).  
b
 Australia Female Undergraduate Sample (see study one) 
 
Comment on the Current Sample 
The descriptive statistics outlined above indicate that the volunteer sample in the 
current study are somewhat different from normal university students. The current 
sample are higher in trait anxiety than regular female university students; are 
experiencing moderate levels of disruption to their work or school work, social lives, 
and family lives as a result of their anxiety symptoms; and are similar in levels of 
mindfulness to outpatients with social anxiety disorder. They were also lower in their 
levels of specific mindfulness skills; higher in their use of key avoidant coping 
strategies; and lower in their ability to tolerate emotional distress than normal university 
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students. These findings are in alignment with what might be expected for a sample of 
research participants who are higher in trait anxiety; because higher levels of functional 
disability (Buist-Bouwman et al., 2006) and avoidant coping (Crockett et al., 2007), and 
lower levels of mindfulness skills (Kocovski et al., 2009) and ability to tolerate distress 
(Schmidt et al., 2011) have all previously been found in research participants with 
higher levels of anxiety.  
 
Inferential Statistics 
Two research questions of prime interest in this study will be addressed in this 
section. They are firstly, is the Mindfully Coping with Anxiety Intervention efficacious? 
Secondly, if so, is the treatment effect maintained over time? To answer these 
questions, a primary and secondary analysis was performed. In the primary analysis, 
mean scores were compared on key dependent variables for a wait (control) group and 
a training group over two time periods. These are, from the start of the wait period to 
the end of the wait period for the wait (control) group, and from the start of the training 
period to the end of the training period for the training group.  
In the secondary analysis, mean scores will be compared on key dependent 
variables for all participants who completed the training over three time periods (pre-
intervention, post-intervention, and three-month post intervention). Due to high rates of 
attrition in the training group, data from all participants who completed the training (i.e. 
including the wait control group) have been used in the secondary analysis to increase 
sample size and obtain maximum value from the data collected.  
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Treatment Analysis 
Intention-to-Treat analysis (ITT) is considered to be the gold standard in analysing 
randomised control trial (RCT) results (Armijo-Olivo, Warren & Magee, 2009).  
ITT is a strategy used to analyse the results of an RCT that considers the subjects in the way 
they were randomised at the beginning of the trial regardless of whether they completed the 
intervention given to their group, their compliance with the entry criteria, the treatment they 
actually received, or whether they withdrew from treatment or deviated from the experimental 
protocol (Armijo-Olivo, Warren & Magee, 2009, p.37). 
ITT analysis requires missing data to be estimated for participants who do not 
complete the trial (Armijo-Olivo et al., 2009). This requirement has been criticized in 
the literature because analysed results can be subject to either over-estimation or under-
estimation. As missing data values are unknown, any technique used to estimate 
missing data can be inaccurate and subject to criticism (Armijo-Olivo et al., 2009). ITT 
has also been criticized in the literature as being "too cautious and more susceptible to 
type II error", because it reduces the size of treatment effects (Armijo-Olivo et al., 2009, 
p.41). Interpretation of ITT analysis also becomes difficult when significant dropout 
rates occur and high levels of data need to be estimated. There are also no existing 
guidelines regarding how to practically conduct ITT analyses (Armijo-Olivo et al., 
2009). In addition, the current study did not use a strict random allocation process to 
assign participants to groups. Instead, as previously stated, allocation to groups was 
conducted on a more pragmatic basis.  
Feinman (2009) also makes a strong argument for the importance of utilizing the 
most appropriate analysis to answer the specific research question being examined. He 
argues that ITT analysis measures what happens when participants are assigned to a 
particular treatment group (e.g. treatment A or treatment B), rather than what happens if 
a participant utilizes a particular treatment. Similarly, Armijo-Olivo, Warren, and 
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Magee (2009, p.38) state that "ITT is inappropriate for efficacy researchers and 
clinicians since it analyses the effect of treatment prescribed and not the effect of 
treatment received".  
For these reasons, ITT was not considered the most appropriate analysis to use in 
the current study. Instead, "efficacy analysis" (a.k.a. "at treated" or "per protocol" 
analysis) was chosen to specifically address the current research question - is the 
Mindfully Coping with Anxiety Intervention efficacious? That is, is working through 
the workbook and practicing the exercises useful, valuable and worthwhile? Efficacy 
analysis however also suffers its own limitations, and has been criticised in the 
literature for over-estimating treatment effects and potentially increasing type I errors, 
due to its selection bias in including only those who received (completed) the 
intervention (Armijo-Olivo et al., 2009). With the strict application of an appropriate 
Bonferroni adjusted alpha level to control for potential type I errors however, efficacy 
analysis was considered the most suitable strategy to answer the research question in the 
current study.  
 
Data Screening  
To prepare the dataset and to ensure that each variable met the assumptions of 
statistical analysis, data cleaning was undertaken. Each variable was examined 
separately using the SPSS statistics software Explore function. No participants needed 
to be excluded due to unsuitability or excessive missing data. In the small number of 
cases where there was only one or two items of missing data from a questionnaire (less 
than 1% of all data), the Estimation Maximisation (EM) function in SPSS was used to 
estimate and replace the missing item score. All variables met normality requirements. 
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Skew and kurtosis figures for each variable were found to be acceptable. Normality was 
also checked using scatterplots, and found to be acceptable.  
 
Primary Analysis 
Efficacy of the Intervention 
Participant Attrition   
Seventy nine participants consented to participate in the study. As indicated in the 
method and in Figure 6.1, thirty two participants (the control group) were allocated to 
undertake a wait period before commencing their training ("waiters"), and fourty seven 
were allocated to commence training immediately ("immediate starters"). Two waiters 
did not complete their wait period. Another three did not start their training, leaving 
twenty seven who did. Four of the fourty seven immediate starters did not start their 
training, leaving fourty three who did. Therefore, seventy participants in total (waiters 
and immediate starters) undertook training (the "training participants" group).  
Twenty two [31.4% of all] training participants (ten [37.0%] waiters and twelve 
[27.9%] immediate starters) dropped out of the study during their training period, 
leaving fourty eight (68.5% of all training participants) who completed their training 
(the "training completers" group). Nine of those training completers did not complete 
the post-training questionnaire at three-month post-intervention (time 3, follow-up), 
leaving thirty nine (55.7% of all initial seventy training participants) who completed 
both the training and follow-up period (the "post-training completers" group). 
Therefore, a total of thirty one (44.3% of all seventy training participants) dropped out 
of the study after the training commenced (the "training dropouts" group). Comparable 
levels of attrition also exist in the literature for similar type studies (see Forman et al., 
2007; Kocovski et al., 2009; Ossman, Wilson, Storaasli, & McNeill, 2006).  
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Figure 6.1 
Mindfully Coping with Anxiety Intervention Participant Attrition Flow Chart  
                      
"Waiters" 
allocated to a 
wait group  
 
(control group) 
 
Waiters who 
Did Not 
Complete the 
Wait Period  
(2nd 
Questionnaire) 
 
Waiters who 
Completed the 
Wait Period 
(2nd 
Questionnaire) 
 
Waiters 
who Did 
Not Start 
the Training 
 
Waiters who 
Started 
Training 
 
Waiters 
who Did 
Not 
Complete 
the Training 
 
Waiters who 
Completed the 
Training 
 
Waiters who 
Did Not 
Complete the 
Post Training 
Questionnaire 
 
Waiters who 
Completed 
the Post 
Training 
Questionnaire 
32  2  30  3  27  10  17  0  17 
T1 (SOW)  →  T2 (EOW)  →  T1 (SOT)  →  T2 (EOT)  →  T3 (3MP) 
                 
 
"Immediate 
Starters" 
allocated to 
start 
immediately  
     
 
Immediate 
Starters 
who Did 
Not Start 
the Training 
 
 
Immediate 
Starters who 
Started 
Training 
 
 
Immediate 
Starters 
who Did 
Not 
Complete 
the Training  
Immediate 
Starters who 
Completed the 
Training 
 
 
Immediate 
Starters  who 
Did Not 
Complete the 
Post Training 
Questionnaire  
Immediate 
Starters  who 
Completed 
the Post 
Training 
Questionnaire 
47      4  43  12  31  9  22 
       
→ 
 T1 (SOT)  →  T2 (EOT)  →  T3 (3MP) 
 
                                 
All those who 
consented to 
participate 
 
→ 
 
All "Initial 
Participants" 
 
→ 
 
All "Training 
Participants" 
Combined 
 
→ 
 
All "Training 
Completers" 
Combined 
 
→ 
 
All "Post 
Training 
Completers" 
Combined 
79  2  77  7  70  22  48  9  39 
  
All Waiters 
who Did Not 
Complete the 
Wait Period  
(2nd 
Questionnaire) 
   
All Initial 
Participants 
who Did 
Not Start 
the Training 
 
Initial 
Participants 
who Started 
Training 
 
All 
Training 
Participants 
who Did 
Not 
Complete 
the Training 
 
Training 
Participants 
who 
Completed the 
Training 
 
All Training 
Completers 
who Did Not 
Complete the 
Post Training 
Questionnaire 
 
Training 
Completers 
who 
Completed 
the Post 
Training 
Questionnaire 
        
T1 (SOT) 
   T2 (EOT)    T3 (3MP) 
____________________________________________________________________________________________________________________________________________________________________________________ 
(SOW) = Start of Wait Period; (EOW) = End of Wait period; (SOT) = Start of Training Period; (EOT) = End of Training Period; (3MP) = Three Months Post Intervention; T1 = Time One; T2 = Time Two; T3 = Time Three.  
  179 
 
Wait (Control) Group versus Immediate Starter (Training) Group Pre-Intervention    
Thirty two participants were allocated to the "wait group". Twenty nine (90.6%) were 
female and three (9.4%) were male. The mean age was 27.88 (SD = 9.55). Twenty eight 
(87.5%) classified themselves as Caucasian, three (9.4%) as Asian and one (3.1%) as another 
race. Fourty three participants were allocated to the "immediate starter group". Thirty nine 
(90.7%) were female and four (9.3%) were male. The mean age was 31.09 (SD = 11.73). 
Thirty three (76.7%) classified themselves as Caucasian, six (14%) as Asian and four (9.3%) 
as another race. These results demonstrate that the majority of people who participated in both 
the wait group and immediate starter group were Caucasian females.  
To test group equivalence, a series of independent samples t-tests via SPSS statistics 
software were performed to compare the hypothesised variable scores of the wait group with 
the immediate starter group. It was hypothesised that the mean scores for the wait group when 
first joining the study (i.e. at the start of the wait period) and the immediate starter group 
when first joining the study (i.e. at the start of the training period) would not be statistically 
significantly different at an alpha level of p < .05 on each of the study variables.  
As indicated in Table 6.8, there were no statistically significant differences between the 
wait group and immediate starter group mean scores for any of the variables. This indicates 
that both groups are well matched for each of the variables.  
Additional analysis was also undertaken to compare the hypothesised variable scores of 
the wait group with the immediate starter group at the start of the training period. This 
analysis was undertaken because two wait group participants did not complete the wait 
period, and another three wait group participants did not start the training, therefore five wait 
group participants dropped out of the study before undertaking their training, leaving twenty 
seven participants in the wait group at the start of training. As per the previous analysis, a 
series of independent samples t-tests were performed to compare the mean scores between the 
wait group (N = 27) and the immediate starter group (N = 43) at the start of training. Again, 
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there were no statistically significant differences between the wait group and immediate 
starter group mean scores for any of the variables.  
 
Table 6.8 
Pre-Intervention Comparison of the Variables Between the Wait (Control) Group (at the start of the 
wait period) and the Immediate Starter (Treatment) Group (at the start of the training period) 
Variable Wait (Control) 
Group 
(N = 32) 
Immediate 
Starter Group 
(N = 43) 
 
 Mean (SD) Mean (SD) t 
Trait Anxiety 52.19 (10.29) 50.37 (10.18) .760 
Disruption to Work / School Work 6.00 (2.20) 5.05 (2.37) a 1.767 
Disruption to Social Life 5.62 (2.60) 4.98 (2.50) a 1.086 
Disruption to Family Life 4.94 (3.11) 4.64 (2.40) a .445 
Action  38.00 (6.83) 38.10 (6.99) -.065 
Mindfulness    
Willingness/Acceptance 24.73 (8.10) 24.76 (5.53) -.013 
Present Moment Attention and Awareness 48.31 (13.25) 54.10 (13.52) -1.850 
Mindfulness Skills    
Observing 36.47 (8.77) 37.19 (8.74) -.351 
Describing 25.72 (7.11) 26.42 (5.72) -.472 
Acting with Awareness 25.56 (6.07) 26.49 (5.53) -.688 
Accepting without Judgement 23.47 (7.46) 23.88 (6.89) -.249 
Emotional Distress Tolerance 38.62 (15.33) 41.08 (12.40) -.767 
Avoidant Coping    
Behavioural Disengagement 7.75 (2.76) 7.72 (2.64) .046 
Mental Disengagement 10.25 (2.37) 10.67 (3.15) -.666 
a
 N = 42. 
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Wait (Control) Group versus Immediate Starter (Training) Group Additional 
Assistance   
Seven members of the wait group who completed the wait period (N = 30) reported taking 
medication for their anxiety problems during the wait period. These were reported as: 
"Alepam"; "traditional Eastern medicine"; "Oxazepam"; "anti-depressants"; "Eleva"; "St. 
Johns Wort"; and "Lexapro and a herbal remedy". Six members of the wait group also 
reported seeking additional assistance for their emotional well-being during the wait period. 
Additional assistance included seeing a psychologist, psychiatrist or counsellor.  
Two members of the immediate starter (training) completer group (N = 31) reported to be 
taking medication for their anxiety problems at the commencement of the "training period". 
Medications taken by the participants were: "Citropmil"; and prescription medication and 
herbal remedy. Eleven members of the immediate starter (training) completer group reported 
seeking additional assistance for their emotional well-being during the training period. 
Additional assistance included seeing a psychologist or counsellor. Note that one participant 
stated they only attended two sessions, and two participants stated they only attended one 
session. Another participant specifically identified that they undertook "transpersonal 
counselling", and one specifically identified discussing mindfulness with their psychologist. 
Data on additional assistance was collected via written qualitative feedback at the end of the 
wait and training periods, and it was beyond the scope of the current study to formally control 
for this variable as a covariate in efficacy analyses. 
 
Immediate Starter (Training) Completer Group versus Immediate Starter (Training) 
Dropout Group Pre-Intervention   
To establish whether there were differences between the immediate starters who 
completed the intervention and the immediate starters who dropped out of the intervention, a 
series of independent samples t-tests via SPSS statistics software were performed. Variable 
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scores for the immediate starter training completer group and immediate starter training 
dropout group at pre-intervention were compared. It was hypothesised that the mean scores 
for the immediate starter training completer group and the immediate starter training dropout 
group at the start of the training period (SOT) would not be statistically significantly different 
at an alpha level of p < .05 on each of the study variables.  
As indicated in Table 6.9, there were no statistically significant differences between the 
two groups' mean scores for twelve of the hypothesised variables. There was however a 
statistically significantly larger mean score for the dropout group for frequency of present 
moment attention and awareness, t(41) = 3.615, p = .001; and level of acting with awareness, 
t(41) = 2.795, p = .008. These results indicate that the two groups are reasonably well 
matched for each of the variables at the start of training.  
  183 
 
Table 6.9 
Pre-Intervention Comparison of the Variables Between the Immediate Starter Training Dropout 
Group and the Immediate Starter Training Completer Group (at the start of the training period)   
Variable Immediate Starter 
Training   
Dropout Group 
(N = 12) 
Immediate Starter  
Training 
Completer Group 
(N = 31) 
 
 Mean (SD) Mean (SD) t 
Trait Anxiety 47.83 (9.71) 51.35 (10.35) -1.017 
Disruption to Work / School Work 4.67 (2.15) 5.20 (2.47) a -.655 
Disruption to Social Life 4.25 (2.77) 5.27 (2.38) a -1.195 
Disruption to Family Life 4.58 (2.50) 4.67 (2.40) a -.101 
Action  38.42 (7.61) 37.98 (6.87) .180 
Mindfulness    
Willingness/Acceptance  25.04 (5.93)  24.64 (5.46) .209 
Present Moment Attention and Awareness 64.67 (9.11) 50.01 (12.80)** 3.615 
Mindfulness Skills    
Observing 39.00 (7.42) 36.48 (9.22) .844 
Describing 25.67 (4.62) 26.71 (6.14) -.532 
Acting with Awareness 30.00 (4.45) 25.13 (5.35)** 2.795 
Accepting without Judgement 24.58 (3.94) 23.61 (7.77) .539 
Emotional Distress Tolerance 43.75 (11.76) 40.05 (12.67) .876 
Avoidant Coping    
Behavioural Disengagement 8.50 (3.18) 7.42 (2.39) 1.211 
Mental Disengagement  10.33 (2.23) 10.80 (3.47) -.528 
a
 N = 30.  
Significant difference: ** sig < .010.  
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Wait (Control) Group versus Immediate Starter (Training) Group Analysis   
The second hypothesis of this work was that an effective mindfulness and acceptance-
based intervention for anxiety will increase: trait mindfulness; core mindfulness skills; 
experiential acceptance; ability to take action; and ability to tolerate emotional distress; and 
will decrease: use of avoidant coping; disruption to work, school, social, and family life due 
to anxiety; and levels of anxiety (or, alternatively, it will assist in more effectively coping 
with anxiety).  
To test this hypothesis and establish treatment efficacy, a series of univariate repeated-
measures between-groups ANOVAs were conducted for each independent variable via SPSS 
statistics software. Variable mean scores were compared for the 30 waiters who completed the 
wait period (from the start of the wait period [SOW] to the end of the wait period [EOW])) 
and the 31 immediate starters who completed the training (from the start of the training period 
[SOT] to the end of the training period [EOT]). The mean wait period undertaken by the wait 
group was 59.83 days (SD = 13.49) (8.55 weeks).  
It was specifically hypothesised for this analysis that the mean scores for the immediate 
starters who completed the training for the: level of trait anxiety; disruption to work/school 
work, social life and family life; and use of behavioural and mental disengagement coping 
variables would demonstrate a statistically significant decrease from pre-intervention (time 1) 
to post-intervention (time 2), relative to the wait (control) group, who were not expected to 
change over the wait period. It was also specifically hypothesised that the mean scores for the 
immediate starters who completed the training for the: level of willingness/acceptance; action; 
observing; describing; acting with awareness; accepting without judgement; emotional 
distress tolerance; and frequency of present moment attention and awareness variables; 
would demonstrate a statistically significant increase from pre-intervention (time 1) to post-
intervention (time 2), relative to the wait (control) group, who were not expected to change 
over the wait period.  
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Firstly, interactions and main effects were examined. To cater for potential Type I errors, 
a Bonferroni adjusted alpha level of p < .0036 (.05/14) was applied as the cut-off for 
statistical significance for the fourteen omnibus tests conducted. Effect sizes were established 
via partial eta squared (η2) values. Effect sizes between 0.01 to 0.05 represent a small effect, 
between 0.06 to 0.13 represent a medium effect, and from 0.14 upward represents a large 
effect (Cohen, 1988). Secondly, three t-tests were performed to measure simple effects for 
each of the variables with a Bonferroni adjusted alpha level of p < .016 (.05/3). One 
independent-samples t-test between groups at time 1; and two paired-samples t-tests within-
groups between time 1 and time 2 were undertaken. Mean scores and standard deviations are 
displayed in Table 6.10 and time by group interaction F values are displayed in Table 6.11. 
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Table 6.10 
Comparison of Means and Standard Deviations for the Wait (Control) Group and the Immediate Starter (Training) Group for the Variables at Time 1 and Time 2 
Variable Wait (Control) Group (N = 30) Immediate Starter (Training) Group (N = 31) 
 Start of Wait Period (SOW)  
Time 1  
End of Wait Period (EOW)  
Time 2  
Start of Training Period (SOT)  
Time 1  
End of Training Period (EOT) 
Time 2  
 Mean (SD) Mean (SD) Mean (SD) Mean (SD) 
Trait Anxiety 52.60 (9.25) 51.57 (11.23) 51.35 (10.34) 42.32 (9.47)*** 
Disruption to Work / School 
Work 
6.13 (2.06) 6.00 (2.05) 5.20 (2.47) a 2.80 (2.07)*** a 
Disruption to Social Life 5.87 (2.45) 5.67 (2.35) 5.27 (2.38) a 2.50 (1.87)*** a 
Disruption to Family Life 5.07 (3.13) 5.57 (2.33) 4.67 (2.40) a 2.67 (2.26)** a 
Action   37.48 (6.39) b 36.29 (7.36) b 37.98 (6.87) 45.27 (5.57)*** 
Mindfulness     
   Willingness/Acceptance  24.36 (7.93) b 25.34 (7.84) b 24.65 (5.46) 34.23 (6.64)*** 
   Present Moment Attention  
   and Awareness 
48.00 (13.06) 44.35 (12.89) 50.02 (12.80) 61.03 (11.86)*** 
a
 N = 30, b N = 29.   
Significant difference between Time 1 and Time 2: * p < .016, ** p < .010, *** p < .001.  
  187 
 
Table 6.10 continued 
Comparison of Means and Standard Deviations for the Wait (Control) Group and the Immediate Starter (Training) Group for the Variables at Time 1 and Time 2 
continued 
Variable Wait (Control) Group (N = 30) Immediate Starter (Training) Group (N = 31) 
 Start of Wait Period (SOW)  
Time 1  
End of Wait Period (EOW)  
Time 2  
Start of Training Period (SOT)  
Time 1  
End of Training Period (EOT) 
Time 2  
 Mean (SD) Mean (SD) Mean (SD) Mean (SD) 
Mindfulness Skills     
   Observing 36.43 (9.05) 35.40 (10.30) 36.48 (9.22) 39.16 (9.48) 
   Describing 25.67 (6.43) 26.03 (7.84) 26.71 (6.14) 30.00 (5.22)** 
   Acting with Awareness  25.30 (6.18) 24.27 (6.06) 25.13 (5.35) 30.09 (6.05)*** 
   Accepting without  
   Judgement  
23.43 (6.78) 24.03 (7.53) 23.61 (7.77) 32.23 (5.49)*** 
Emotional Distress Tolerance  38.33 (14.37) 40.23 (13.08) 40.05 (12.67) 55.65 (12.22)*** 
Avoidant Coping      
   Behavioural  
   Disengagement  
7.80 (2.73) 7.50 (3.26) 7.42 (2.39) 6.03 (2.27)** 
   Mental Disengagement 10.37 (2.37) 11.33 (2.35)* 10.80 (3.47) 8.68 (2.20)*** 
a
 N = 30, b N = 29.   
Significant difference between Time 1 and Time 2: * p < .016, ** p < .010, *** p < .001.  
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Table 6.11  
Time by Group Interaction F values for the Repeated-Measures Between-Groups ANOVAs Conducted   
Variable  F(1, 59)  p 
Trait Anxiety  20.138 < .001 
Disruption to Work / School Work a  14.205 < .001 
Disruption to Social Life a  16.849 < .001 
Disruption to Family Life a  11.581 < .001 
Action a  39.350 < .001 
Mindfulness     
Willingness/Acceptance a   23.813 < .001 
Present Moment Attention and Awareness  22.532 < .001 
Mindfulness Skills    
Observing  3.821 .055 
Describing  4.956 .030 
Acting with Awareness   26.862 < .001 
Accepting without Judgement   21.724 < .001 
Emotional Distress Tolerance   19.881 < .001 
Avoidant Coping     
Behavioural Disengagement   3.346 .072 
Mental Disengagement  24.739 < .001 
a
 F(1, 58). 

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The ANOVA for level of trait anxiety found a statistically significant time by group 
interaction, F(1, 59) = 20.138,  p < .001; partial η2 = .254 (large), plotted in Figure 6.2. The 
main effect for time was also statistically significant, F(1, 59) = 31.888,  p < .001; partial η2 = 
.351 (large); however (with the Bonferroni adjusted p-value) the main effect for group was 
not statistically significant, F(1, 59) = 4.664,  p = .035; partial η2 = .073 (medium). These 
findings support the hypothesis that level of trait anxiety would significantly decrease from 
pre-intervention to post-intervention in the immediate starter (training) group, relative to no 
significant change in the wait (control) group over the wait period.  
The simple effects t-tests revealed no statistically significant difference in trait anxiety 
mean scores between the wait group and immediate starter (training) group at time 1, t(59) = 
.495,  p = .622. There was also no statistically significant change in trait anxiety in the wait 
group between time 1 and time 2, t(29) = .906,  p = .372; however there was a statistically 
significant decrease in trait anxiety in the immediate starter (training) group between time 1 
and time 2, t(30) = 6.628,  p < .001.  
 
Figure 6.2.  
Time by Group Interaction for Level of Trait Anxiety  
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The ANOVA for level of disruption to work / school work found a statistically significant 
time by group interaction, F(1, 58) = 14.205,  p < .001; partial η2 = .197 (large), plotted in 
Figure 6.3. The main effect for time, F(1, 58) = 17.744,  p < .001; partial η2 = .234 (large), 
and the main effect for group, F(1, 58) = 19.069,  p < .001; partial η2 = .247 (large) were also 
statistically significant. These findings support the hypothesis that level of disruption to work 
/ school work would significantly decrease from pre-intervention to post-intervention in the 
immediate starter (training) group, relative to no significant change in the wait (control) group 
over the wait period.  
The simple effects t-tests revealed no statistically significant difference in disruption to 
work / school work mean scores between the wait group and immediate starter (training) 
group at time 1, t(58) = 1.589,  p = .118. There was also no statistically significant change in 
disruption to work / school work in the wait group between time 1 and time 2, t(29) = .348,  p 
= .730; however there was a statistically significant decrease in disruption to work / school 
work in the immediate starter (training) group between time 1 and time 2, t(29) = 5.174,  p < 
.001.  
 
Figure 6.3.  
Time by Group Interaction for Level of Disruption to Work / School Work  
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The ANOVA for level of disruption to social life found a statistically significant time by 
group interaction, F(1, 58) = 16.849,  p < .001; partial η2 = .225 (large), plotted in Figure 6.4. 
The main effect for time, F(1, 58) = 22.509,  p < .001; partial η2 = .228 (large), and the main 
effect for group, F(1, 58) = 14.372,  p < .001; partial η2 = .199 (large) were also statistically 
significant. These findings support the hypothesis that level of disruption to social life would 
significantly decrease from pre-intervention to post-intervention in the immediate starter 
(training) group, relative to no significant change in the wait (control) group over the wait 
period.  
The simple effects t-tests revealed no statistically significant difference in disruption to 
social life mean scores between the wait group and immediate starter (training) group at time 
1, t(58) = .964,  p = .339. There was also no statistically significant change in disruption to 
social life in the wait group between time 1 and time 2, t(29) = .468,  p = .643; however there 
was a statistically significant decrease in disruption to social life in the immediate starter 
(training) group between time 1 and time 2, t(29) = 6.060,  p < .001.  
 
Figure 6.4.  
Time by Group Interaction for Level of Disruption to Social Life  
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The ANOVA for level of disruption to family life found a statistically significant time by 
group interaction, F(1, 58) = 11.581,  p < .001; partial η2 = .166 (large), plotted in Figure 6.5. 
The main effect for time, F(1, 58) = 4.169,  p = .046; partial η2 = .067 (medium), and the 
main effect for group, F(1, 58) = 9.078,  p = .004; partial η2 = .135 (medium) (with the 
Bonferroni adjusted p-value) were not statistically significant. These findings support the 
hypothesis that level of disruption to family life would significantly decrease from pre-
intervention to post-intervention in the immediate starter (training) group, relative to no 
significant change in the wait (control) group over the wait period.  
The simple effects t-tests revealed no statistically significant difference in disruption to 
family life mean scores between the wait group and immediate starter (training) group at time 
1, t(54.324) = .556,  p = .581. There was also no statistically significant change in disruption 
to family life in the wait group between time 1 and time 2, t(29) = -1.140,  p = .264; however 
there was a statistically significant decrease in disruption to social life in the immediate 
starter (training) group between time 1 and time 2, t(29) = 3.395,  p = .002.  
 
Figure 6.5.  
Time by Group Interaction for Level of Disruption to Family Life  
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The ANOVA for level of willingness/acceptance found a statistically significant time by 
group interaction, F(1, 58) = 23.813,  p < .001; partial η2 = .291 (large), plotted in Figure 6.6. 
The main effect for time, F(1, 58) = 35.945,  p < .001; partial η2 = .383 (large) was also 
statistically significant; however (with the Bonferroni adjusted p-value) the main effect for 
group, F(1, 58) = 8.380,  p = .005; partial η2 = .126 (medium) was not statistically significant. 
These findings support the hypothesis that level of willingness/acceptance would significantly 
increase from pre-intervention to post-intervention in the immediate starter (training) group, 
relative to no significant change in the wait (control) group over the wait period.  
The simple effects t-tests revealed no statistically significant difference in 
willingness/acceptance mean scores between the wait group and immediate starter (training) 
group at time 1, t(49.292) = -.160,  p = .874. There was also no statistically significant change 
in willingness/acceptance in the wait group between time 1 and time 2, t(28) = -1.036,  p = 
.309; however there was a statistically significant increase in willingness/acceptance in the 
immediate starter (training) group between time 1 and time 2, t(30) = -6.587,  p < .001.  
 
Figure 6.6.  
Time by Group Interaction for Level of Willingness/Acceptance  
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The ANOVA for level of action found a statistically significant time by group interaction, 
F(1, 58) = 39.350,  p < .001; partial η2 = .404 (large), plotted in Figure 6.7. The main effect 
for time, F(1, 58) = 20.366,  p < .001; partial η2 = .260 (large), and the main effect for group, 
F(1, 58) = 9.277,  p = .003; partial η2 = .138 (medium) were also statistically significant. 
These findings support the hypothesis that level of action would significantly increase from 
pre-intervention to post-intervention in the immediate starter (training) group, relative to no 
significant change in the wait (control) group over the wait period.  
The simple effects t-tests revealed no statistically significant difference in action mean 
scores between the wait group and immediate starter (training) group at time 1, t(58) = -.292,  
p = .771. There was also no statistically significant change in action in the wait group 
between time 1 and time 2, t(28) = 1.909,  p = .067; however there was a statistically 
significant increase in action in the immediate starter (training) group between time 1 and 
time 2, t(30) = -6.232,  p < .001.  
 
Figure 6.7.  
Time by Group Interaction for Level of Action  
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The ANOVA for frequency of present moment attention and awareness found a 
statistically significant time by group interaction, F(1, 59) = 22.532,  p < .001; partial η2 = 
.276 (large), plotted in Figure 6.8. The main effect for time, F(1, 59) = 5.684,  p = .020; 
partial η2 = .088 (medium) (with the Bonferroni adjusted p-value) was not statistically 
significant; however the main effect for group, F(1, 59) = 10.769,  p = .002; partial η2 = .154 
(large) was statistically significant. These findings support the hypothesis that frequency of 
present moment attention and awareness would significantly increase from pre-intervention 
to post-intervention in the immediate starter (training) group, relative to no significant change 
in the wait (control) group over the wait period.  
The simple effects t-tests revealed no statistically significant difference in present 
moment attention and awareness mean scores between the wait group and immediate starter 
(training) group at time 1, t(59) = -.609,  p = .545. There was also no statistically significant 
change in the wait group between time 1 and time 2, t(29) = 2.298,  p = .029; however there 
was a statistically significant increase in present moment attention and awareness in the 
immediate starter (training) group between time 1 and time 2, t(30) = -4.202,  p < .001.  
 
Figure 6.8.  
Time by Group Interaction for Frequency of Present Moment Attention and Awareness 
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The ANOVA for level of observing did not find a statistically significant time by group 
interaction, F(1, 59) = 3.821,  p = .055; partial η2 = .061 (medium). Nor was there a 
statistically significant main effect for time, F(1, 59) = .750,  p = .390; partial η2 = .013 
(small), or a statistically significant main effect for group, F(1, 59) = .720,  p = .400; partial 
η2 = .012 (small). These findings do not support the hypothesis that level of observing would 
significantly increase from pre-intervention to post-intervention in the immediate starter 
(training) group, relative to no significant change in the wait (control) group over the wait 
period.  
The simple effects t-tests revealed no statistically significant difference in observing 
mean scores between the wait group and immediate starter (training) group at time 1, t(59) = -
.022,  p = .983. There was also no statistically significant change in observing in the wait 
group between time 1 and time 2, t(29) = 1.410,  p = .169; and no statistically significant 
change in observing in the immediate starter (training) group between time 1 and time 2, t(30) 
= -1.550,  p = .132. The scores for both groups at both time points are plotted in Figure 6.9. 
 
Figure 6.9.  
Mean Scores for Level of Observing for the Wait (Control) Group Over the Wait Period and the 
Immediate Starter (Training) Group Over the Training Period 
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The ANOVA for level of describing also did not find a statistically significant time by 
group interaction, F(1, 59) = 4.956,  p = .030; partial η2 = .077 (medium). Nor was there a 
statistically significant main effect for time, F(1, 59) = 7.754,  p = .007; partial η2 = .116 
(medium), or a statistically significant main effect for group, F(1, 59) = 2.716,  p = .105; 
partial η2 = .044 (small). These findings also do not support the hypothesis that level of 
describing would significantly increase from pre-intervention to post-intervention in the 
immediate starter (training) group, relative to no significant change in the wait (control) group 
over the wait period.  
The simple effects t-tests revealed no statistically significant difference in describing 
mean scores between the wait group and immediate starter (training) group at time 1, t(59) = -
.648,  p = .520. There was also no statistically significant change in describing in the wait 
group between time 1 and time 2, t(29) = -.490,  p = .628; however there was a statistically 
significant increase in describing in the immediate starter (training) group between time 1 and 
time 2, t(30) = -3.076,  p = .004. The mean scores are plotted in Figure 6.10. 
 
Figure 6.10.  
Mean Scores for Level of Describing for the Wait (Control) Group Over the Wait Period and the 
Immediate Starter (Training) Group Over the Training Period 
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The ANOVA for level of acting with awareness found a statistically significant time by 
group interaction, F(1, 59) = 26.862,  p < .001; partial η2 = .313 (large), plotted in Figure 
6.11. The main effect for time, F(1, 59) = 11.546,  p = .001; partial η2 = .164 (large) was also 
statistically significant; however (with the Bonferroni adjusted p-value) the main effect for 
group, F(1, 59) = 4.086,  p = .048; partial η2 = .065 (medium) was not statistically significant. 
These findings support the hypothesis that level of acting with awareness would significantly 
increase from pre-intervention to post-intervention in the immediate starter (training) group, 
relative to no significant change in the wait (control) group over the wait period.  
The simple effects t-tests revealed no statistically significant difference in acting with 
awareness mean scores between the wait group and immediate starter (training) group at time 
1, t(59) = .116,  p = .908. There was also no statistically significant change in the wait group 
between time 1 and time 2, t(29) = 1.609,  p = .119; however there was a statistically 
significant increase in acting with awareness in the immediate starter (training) group 
between time 1 and time 2, t(30) = -5.206,  p < .001.  
 
Figure 6.11.  
Time by Group Interaction for Level of Acting with Awareness 
 
Note that one outlying score (>3.29z) was found in the level of acting with awareness variable at the end of the wait period (EOW). The 
analysis above was re-run with this case removed. As the outlier adjusted ANOVA still found a statistically significant time by group 
interaction, F(1, 58) = 28.085, p < .001; partial η2 = .326 (large), the original analysis was retained. 
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The ANOVA for level of accepting without judgement found a statistically significant 
time by group interaction, F(1, 59) = 21.724,  p < .001; partial η2 = .269 (large), plotted in 
Figure 6.12. The main effect for time, F(1, 59) = 28.718,  p < .001; partial η2 = .327 (large) 
was also statistically significant; however (with the Bonferroni adjusted p-value) the main 
effect for group, F(1, 59) = 7.227,  p = .009; partial η2 = .109 (medium) was not statistically 
significant. These findings support the hypothesis that level of accepting without judgement 
would significantly increase from pre-intervention to post-intervention in the immediate 
starter (training) group, relative to no significant change in the wait group over the wait 
period.  
The simple effects t-tests revealed no statistically significant difference in accepting 
without judgement mean scores between the wait group and immediate starter (training) group 
at time 1, t(59) = -.096,  p = .924. There was also no statistically significant change in 
accepting without judgement in the wait group between time 1 and time 2, t(29) = -.715,  p = 
.481; however there was a statistically significant increase in accepting without judgement in 
the immediate starter (training) group between time 1 and time 2, t(30) = -5.808,  p < .001.  
 
Figure 6.12.  
Time by Group Interaction for Level of Accepting without Judgement 
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The ANOVA for level of emotional distress tolerance found a statistically significant 
time by group interaction, F(1, 59) = 19.881,  p < .001; partial η2 = .252 (large), plotted in 
Figure 6.13. The main effect for time, F(1, 59) = 32.443,  p < .001; partial η2 = .355 (large) 
was also statistically significant; however (with the Bonferroni adjusted p-value) the main 
effect for group, F(1, 59) = 8.245,  p = .006; partial η2 = .123 (medium) was not statistically 
significant. These findings support the hypothesis that level of emotional distress tolerance 
would significantly increase from pre-intervention to post-intervention in the immediate 
starter (training) group, relative to no significant change in the wait group over the wait 
period.  
The simple effects t-tests revealed no statistically significant difference in emotional 
distress tolerance mean scores between the wait group and immediate starter (training) group 
at time 1, t(59) = -.495,  p = .623. There was also no statistically significant change in 
emotional distress tolerance in the wait group between time 1 and time 2, t(29) = -1.052,  p = 
.302; however there was a statistically significant increase in emotional distress tolerance in 
the immediate starter (training) group between time 1 and time 2, t(30) = -6.328,  p < .001.  
 
Figure 6.13.  
Time by Group Interaction for Level of Emotional Distress Tolerance 
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The ANOVA for level of use of behavioural disengagement coping did not find a 
statistically significant time by group interaction, F(1, 59) = 3.346,  p = .072; partial η2 = .054 
(small). Nor was there a statistically significant main effect for time, F(1, 59) = 8.060,  p = 
.006; partial η2 = .120 (medium), or a statistically significant main effect for group, F(1, 59) = 
2.221,  p = .142; partial η2 = .036 (small). These findings do not support the hypothesis that 
level of use of behavioural disengagement would significantly decrease from pre-intervention 
to post-intervention in the immediate starter (training) group, relative to no significant change 
in the wait (control) group over the wait period.  
The simple effects t-tests revealed no statistically significant difference in use of 
behavioural disengagement mean scores between the wait group and immediate starter 
(training) group at time 1, t(59) = .579,  p = .565. There was also no statistically significant 
change in use of behavioural disengagement in the wait group between time 1 and time 2, 
t(29) = .953,  p = .349; however there was a statistically significant decrease in use of 
behavioural disengagement in the immediate starter (training) group between time 1 and time 
2, t(30) = 2.781,  p = .009. The mean scores are plotted in Figure 6.14. 
 
Figure 6.14.  
Mean Scores for Level of Use of Behavioural Disengagement Coping for the Wait (Control) Group 
Over the Wait Period and the Immediate Starter (Training) Group Over the Training Period 
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The ANOVA for level of use of mental disengagement coping found a statistically 
significant time by group interaction, F(1, 59) = 24.739,  p < .001; partial η2 = .295 (large), 
plotted in Figure 6.15.  The main effect for time, F(1, 59) = 3.488,  p = .067; partial η2 = .056 
(small), and the main effect for group, F(1, 59) = 3.372,  p = .071; partial η2 = .054 (small) 
were not statistically significant.  
The simple effects t-tests revealed no statistically significant difference in level of use of 
mental disengagement mean scores between the wait group and immediate starter (training) 
group at time 1, t(53.145) = -.580,  p = .564. There was a statistically significant increase in 
use of mental disengagement in the wait group between time 1 and time 2, t(29) = -2.592,  p = 
.015; and a statistically significant decrease in use of mental disengagement in the immediate 
starter (training) group between time 1 and time 2, t(30) = 4.305,  p < .001. These findings 
only partially support the hypothesis that level of use of mental disengagement would 
significantly decrease from pre-intervention to post-intervention in the immediate starter 
(training) group, relative to no significant change in the wait (control) group over the wait 
period.  
 
Figure 6.15.  
Time by Group Interaction for Level of Use of Mental Disengagement Coping  
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Secondary Analysis 
Maintenance of Treatment Effect Over Time 
As outlined in the participant attrition flow chart, twenty two members of the immediate 
starter group completed both the training and the three-month post training questionnaire. In 
addition, seventeen members of the wait (control) group also completed both the training and 
the three-month post training questionnaire, totalling thirty nine participants all up. To answer 
the second research question and establish whether the treatment effect was maintained over 
time, secondary analysis was conducted using data from all thirty nine post-training 
completers combined.  
 
Combined Post-Training Completer Group versus Combined Training Dropout Group 
Pre-Intervention  
To establish whether there were differences between all participants who completed the 
intervention and all participants who dropped out of the intervention, a series of independent 
samples t-tests via SPSS statistics software were performed to compare the hypothesised 
variable scores for the combined post-training completer group and combined training 
dropout group, pre-intervention. Note that the combined training dropout group comprises 22 
participants who dropped out during the training period and 9 participants who dropped out 
during the post-training period (see Figure 6.1). It was hypothesised that the mean scores for 
the combined post-training completer group and the combined training dropout group at the 
start of the training period (SOT) would not be statistically significantly different at an alpha 
level of p < .05 on each of the study variables.  
As indicated in Table 6.12, there were no statistically significant differences between the 
combined post-training completer group and combined training dropout group mean scores 
for any of the variables, indicating that the groups are well matched for each of the variables 
at the start of training. Note that one outlying score (>3.29z) was found in the level of 
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willingness/acceptance and the level of acting with awareness variables at the start of the 
training period (SOT) for one case. The analysis above was re-run with this case removed. 
The original analysis was retained because the outlier adjusted t-tests still found no 
statistically significant differences between the mean scores for the two groups for these two 
variables.  
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Table 6.12 
Pre-Intervention Comparison of the Hypothesised Variables Between the Combined Training Dropout 
Group and the Combined Post-Training Completer Group (at the start of the training period)   
Variable Combined 
Training 
Dropout 
Group 
(N = 31) 
Combined 
Post-Training 
Completer 
Group 
(N = 39) 
 
 Mean (SD) Mean (SD) t 
Trait Anxiety 48.80 (10.26) 52.33 (10.69) -1.396 
Disruption to Work / School Work 5.00 (2.32) 5.68 (2.27) b -1.233 
Disruption to Social Life 5.19 (2.43) 5.23 (2.55) b -.072 
Disruption to Family Life  4.77 (2.32) 5.08 (2.46) b -.524 
Action  36.87 (8.36) a 37.87 (6.23) -.551 
Mindfulness    
Willingness/Acceptance  25.32 (7.41) a 24.87 (5.69) .282 
Present Moment Attention and Awareness 53.03 (15.97) 48.00 (12.34) 1.488 
Mindfulness Skills    
Observing 36.23 (8.76) 36.51 (10.23) -.124 
Describing 25.65 (6.31) 27.03 (7.02) -.854 
Acting with Awareness 26.77 (6.64) 24.82 (4.77) 1.380 
Accepting without Judgement 25.65 (5.95) 22.87 (7.45) 1.688 
Emotional Distress Tolerance 44.16 (12.48) 38.96 (12.30) 1.745 
Avoidant Coping    
Behavioural Disengagement 8.16 (2.91) 7.31 (2.89) 1.225 
Mental Disengagement  11.10 (2.75) 10.85 (3.05) .357 
a
 N = 30, b N = 38.  
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Combined Post-Training Completer Group Analysis  
To establish whether the intervention maintained its treatment effect over time, a series of 
univariate repeated-measures ANOVAs via SPSS statistics software were performed to 
compare the independent variable mean scores for the combined post-training completer 
group (N = 39) over the three time points; pre-intervention (time 1); post-intervention (time 
2); and three-month post-intervention (time 3, follow-up).  
It was hypothesised that the mean scores for the combined post-training completer group 
for the: level of trait anxiety; level of disruption to work/school work, social life and family 
life; and level of use of behavioural and mental disengagement coping variables would 
demonstrate a statistically significant decrease from pre-intervention (time 1) to post-
intervention (time 2), and would have maintained this decrease from post-intervention (time 
2) to three-month post-intervention (time 3, follow-up). It was also hypothesised that the 
mean scores for the combined post-training completer group for the: level of 
willingness/acceptance; action; observing; describing; acting with awareness; accepting 
without judgement; emotional distress tolerance; and frequency of present moment attention 
and awareness variables would demonstrate a statistically significant increase from pre-
intervention (time 1) to post-intervention (time 2), and would have maintained this increase 
from post-intervention (time 2) to three-month post-intervention (time 3, follow-up).  
Where violations of the assumption of homogeneity of covariance (sphericity) occurred, 
either Greenhouse-Geisser or Huynh-Feldt corrections were made, depending upon the 
magnitude of the Greenhouse-Geisser Epsilon. A Greenhouse-Geisser correction was applied 
for epsilon values < 0.75 and a Huynh-Feldt correction was applied for epsilon values 0.75. 
Firstly, main effects for time were examined. To cater for potential Type I errors, a 
Bonferroni adjusted alpha level of p < .0036 (.05/14) was applied as the cut-off for statistical 
significance for the fourteen omnibus tests. Effect sizes were established via partial eta 
squared (η2) values. Secondly, two pairwise planned comparisons (repeated contrasts) were 
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undertaken, with a Bonferroni adjusted alpha level of p < .025 (.05/2). Mean scores and 
standard deviations at pre-intervention, post-intervention and three-month post intervention 
follow-up are displayed in Table 6.13.  
 
Table 6.13 
Comparison of Means and Standard Deviations for the Combined Post-Training Completer Group for 
the Variables at Pre, Post, and 3-Month Post Intervention  
Variable Pre- 
Intervention 
(SOT) Time 1 
Post- 
Intervention 
 (EOT) Time 2 
3 Month Post- 
 Intervention 
(3MP) Time 3 
 Mean (SD) Mean (SD) Mean (SD) 
Trait Anxiety 52.33 (10.69) 42.03 (8.86)*** 41.72 (10.62) 
Disruption to Work / School Work a 5.45 (2.39) 2.42 (1.98)*** 1.97 (1.80) 
Disruption to Social Life b 5.24 (2.55) 2.53 (2.05)*** 2.13 (1.85) 
Disruption to Family Life b 5.08 (2.46) 2.34 (2.23)*** 2.63 (2.34) 
Action 37.87 (6.24) 45.14 (5.86)*** 43.92 (7.32) 
Mindfulness     
Willingness/Acceptance  24.87 (5.69) 34.02 (6.52)*** 34.05 (6.81) 
Present Moment Attention and 
Awareness 
48.00 (12.34) 60.74 (13.37)*** 61.46 (11.94) 
Mindfulness Skills    
Observing 36.51 (10.24) 41.36 (9.47)** 42.41 (9.90) 
Describing 27.03 (7.02) 30.36 (5.97)** 31.13 (5.93) 
Acting with Awareness  24.82 (4.77) 30.56 (6.18)*** 30.60 (5.84) 
Accepting without Judgement  22.87 (7.45) 32.36 (5.61)*** 33.10 (6.43) 
Emotional Distress Tolerance  38.96 (12.30) 56.28 (11.07)*** 55.23 (13.04) 
Avoidant Coping     
Behavioural Disengagement  7.31 (2.89) 5.82 (1.75)** 6.01 (1.84) 
Mental Disengagement 10.84 (3.05) 8.87 (2.30)*** 9.28 (2.76) 
N = 39, a N = 31, b N = 38.  
Significant difference between Time 1 and Time 2: ** sig < .010, *** sig < .001.  
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The ANOVA for level of trait anxiety found a statistically significant main effect for 
time, F(2, 76) = 37.311, p < .001; partial η2 = .495 (large). The repeated contrasts revealed a 
statistically significant decrease in level of trait anxiety between pre-intervention (time 1) and 
post-intervention (time 2) , F(1, 38) = 53.882, p < .001; and no significant difference between 
the post-intervention (time 2) and three-month post-intervention (time 3, follow-up) mean 
scores, F(1, 38) = .067, p = .796. These findings support the hypothesis that level of trait 
anxiety would decrease from pre-intervention to post-intervention, and would maintain this 
decrease from post-intervention to three-month post-intervention. The mean scores are plotted 
in Figure 6.16. 
 
Figure 6.16.  
Mean Scores for Level of Trait Anxiety for the Combined Post-Training Completer Group Pre, Post, 
and Three-Month Post-Intervention  
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The ANOVA for level of disruption to work / school work found a statistically significant 
main effect for time, F(2, 60) = 38.340, p < .001; partial η2 = .561 (large). The repeated 
contrasts revealed a statistically significant decrease in level of disruption to work / school 
work between pre-intervention (time 1) and post-intervention (time 2) , F(1, 30) = 46.735, p < 
.001; and no significant difference between the post-intervention (time 2) and three-month 
post-intervention (time 3, follow-up) mean scores, F(1, 30) = 1.640, p = .210. These findings 
support the hypothesis that level of disruption to work / school work would decrease from pre-
intervention to post-intervention, and would maintain this decrease from post-intervention to 
three-month post-intervention. The mean scores are plotted in Figure 6.17. 
 
Figure 6.17.  
Mean Scores for Level of Disruption to Work / School Work for the Combined Post-Training 
Completer Group Pre, Post, and Three-Month Post-Intervention   
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The Huynh-Feldt corrected ANOVA for level of disruption to social life found a 
statistically significant main effect for time, F(1.646, 60.906) = 33.930, p < .001; partial η2 = 
.478 (large). The repeated contrasts revealed a statistically significant decrease in level of 
disruption to social life between pre-intervention (time 1) and post-intervention (time 2) , F(1, 
37) = 29.871, p < .001; and no significant difference between the post-intervention (time 2) 
and three-month post-intervention (time 3, follow-up) mean scores, F(1, 37) = 1.598, p = 
.214. These findings support the hypothesis that level of disruption to social life would 
decrease from pre-intervention to post-intervention, and would maintain this decrease from 
post-intervention to three-month post-intervention. The mean scores are plotted in Figure 
6.18. 
 
Figure 6.18.  
Mean Scores for Level of Disruption to Social Life for the Combined Post-Training Completer Group 
Pre, Post, and Three-Month Post-Intervention   
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The Huynh-Feldt corrected ANOVA for level of disruption to family life found a 
statistically significant main effect for time, F(1.659, 61.371) = 21.270, p < .001; partial η2 = 
.365 (large). The repeated contrasts revealed a statistically significant decrease in level of 
disruption to family life between pre-intervention (time 1) and post-intervention (time 2) , 
F(1, 37) = 29.305, p < .001; and no significant difference between the post-intervention (time 
2) and three-month post-intervention (time 3, follow-up) mean scores, F(1, 37) = .786, p = 
.381. These findings support the hypothesis that level of disruption to family life would 
decrease from pre-intervention to post-intervention, and would maintain this decrease from 
post-intervention to three-month post-intervention. The mean scores are plotted in Figure 
6.19. 
 
Figure 6.19.  
Mean Scores for Level of Disruption to Family Life for the Combined Post-Training Completer Group 
Pre, Post, and Three-Month Post-Intervention  
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The Greenhouse-Geisser corrected ANOVA for level of willingness/acceptance found a 
statistically significant main effect for time, F(1.483, 56.346) = 41.401, p < .001; partial η2 = 
.521 (large). The repeated contrasts revealed a statistically significant increase in level of 
willingness/acceptance between pre-intervention (time 1) and post-intervention (time 2) , F(1, 
38) = 47.963, p < .001; and no significant difference between the post-intervention (time 2) 
and three-month post-intervention (time 3, follow-up) mean scores, F(1, 38) = .001, p = .973. 
These findings support the hypothesis that level of willingness/acceptance would increase 
from pre-intervention to post-intervention, and would maintain this increase from post-
intervention to three-month post-intervention. The mean scores are plotted in Figure 6.20. 
 
Figure 6.20.  
Mean Scores for Level of Willingness / Acceptance for the Combined Post-Training Completer Group 
Pre, Post, and Three-Month Post-Intervention  
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The ANOVA for level of action found a statistically significant main effect for time, F(2, 
76) = 26.259, p < .001; partial η2 = .409 (large). The repeated contrasts revealed a statistically 
significant increase in level of action between pre-intervention (time 1) and post-intervention 
(time 2) , F(1, 38) = 42.482, p < .001; and no significant difference between the post-
intervention (time 2) and three-month post-intervention (time 3, follow-up) mean scores, F(1, 
38) = 1.839, p = .183. These findings support the hypothesis that level of action would 
increase from pre-intervention to post-intervention, and would maintain this increase from 
post-intervention to three-month post-intervention. The mean scores are plotted in Figure 
6.21. 
 
Figure 6.21.  
Mean Scores for Level of Action for the Combined Post-Training Completer Group Pre, Post, and 
Three-Month Post-Intervention  
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The Huynh-Feldt corrected ANOVA for frequency of present moment attention and 
awareness found a statistically significant main effect for time, F(1.671, 63.494) = 22.619, p 
< .001; partial η2 = .373 (large). The repeated contrasts revealed a statistically significant 
increase in frequency of present moment attention and awareness between pre-intervention 
(time 1) and post-intervention (time 2) , F(1, 38) = 25.108, p < .001; and no significant 
difference between the post-intervention (time 2) and three-month post-intervention (time 3, 
follow-up) mean scores, F(1, 38) = .200, p = .658. These findings support the hypothesis that 
frequency of present moment attention and awareness would increase from pre-intervention 
to post-intervention, and would maintain this increase from post-intervention to three-month 
post-intervention. The mean scores are plotted in Figure 6.22. 
 
Figure 6.22.  
Mean Scores for Frequency of Present Moment Attention and Awareness for the Combined Post-
Training Completer Group Pre, Post, and Three-Month Post-Intervention 
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The Greenhouse-Geisser corrected ANOVA for level of observing found a statistically 
significant main effect for time, F(1.378, 52.347) = 10.481, p = .001; partial η2 = .216 (large). 
The repeated contrasts revealed a statistically significant increase in level of observing 
between pre-intervention (time 1) and post-intervention (time 2) , F(1, 38) = 8.725, p = .005; 
and no significant difference between the post-intervention (time 2) and three-month post-
intervention (time 3, follow-up) mean scores, F(1, 38) = 1.739, p = .195. These findings 
support the hypothesis that level of observing would increase from pre-intervention to post-
intervention, and would maintain this increase from post-intervention to three-month post-
intervention. The mean scores are plotted in Figure 6.23. 
 
Figure 6.23.  
Mean Scores for Level of Observing for the Combined Post-Training Completer Group Pre, Post, and 
Three-Month Post-Intervention 
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The Greenhouse-Geisser corrected ANOVA for level of describing found a statistically 
significant main effect for time, F(1.370, 52.066) = 10.579, p = .001; partial η2 = .218 (large). 
The repeated contrasts revealed a statistically significant increase in level of describing 
between pre-intervention (time 1) and post-intervention (time 2) , F(1, 38) = 9.504, p = .004; 
and no significant difference between the post-intervention (time 2) and three-month post-
intervention (time 3, follow-up) mean scores, F(1, 38) = 2.035, p = .162. These findings 
support the hypothesis that level of describing would increase from pre-intervention to post-
intervention, and would maintain this increase from post-intervention to three-month post-
intervention. The mean scores are plotted in Figure 6.24. 
 
Figure 6.24.  
Mean Scores for Level of Describing for the Combined Post-Training Completer Group Pre, Post, and 
Three-Month Post-Intervention  
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The Greenhouse-Geisser corrected ANOVA for level of acting with awareness found a 
statistically significant main effect for time, F(1.460, 55.465) = 20.628, p < .001; partial η2 = 
.352 (large). The repeated contrasts revealed a statistically significant increase in level of 
acting with awareness between pre-intervention (time 1) and post-intervention (time 2) , F(1, 
38) = 25.418, p < .001; and no significant difference between the post-intervention (time 2) 
and three-month post-intervention (time 3, follow-up) mean scores, F(1, 38) = .003, p = .954. 
These findings support the hypothesis that level of acting with awareness would increase from 
pre-intervention to post-intervention, and would maintain this increase from post-intervention 
to three-month post-intervention. The mean scores are plotted in Figure 6.25. 
 
Figure 6.25.  
Mean Scores for Level of Acting with Awareness for the Combined Post-Training Completer Group 
Pre, Post, and Three-Month Post-Intervention  
 
Note that one outlying score (>3.29z) was found in the level of acting with awareness variable at three-month post-intervention (time 3, 
follow-up). The analysis above was re-run with this case removed. The original analysis was retained as the outlier adjusted Greenhouse-
Geisser corrected ANOVA still found a statistically significant main effect for time, F(1.797, 66.501) = 22.777, p < .001; partial η2 = .381 
(large), and the outlier adjusted repeated contrasts still revealed a statistically significant increase in level of acting with awareness between 
pre-intervention (time 1) and post-intervention (time 2) , F(1, 37) = 29.521, p < .001; and no significant difference between the post-
intervention (time 2) and three-month post-intervention (time 3, follow-up) mean scores, F(1, 37) = .010, p = .922. 
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The Greenhouse-Geisser corrected ANOVA for level of accepting without judgement 
found a statistically significant main effect for time, F(1.497, 56.870) = 31.380, p < .001; 
partial η2 = .452 (large). The repeated contrasts revealed a statistically significant increase in 
level of accepting without judgement between pre-intervention (time 1) and post-intervention 
(time 2) , F(1, 38) = 39.797, p < .001; and no significant difference between the post-
intervention (time 2) and three-month post-intervention (time 3, follow-up) mean scores, F(1, 
38) = .581, p = .450. These findings support the hypothesis that level of accepting without 
judgement would increase from pre-intervention to post-intervention, and would maintain this 
increase from post-intervention to three-month post-intervention. The mean scores are plotted 
in Figure 6.26. 
 
Figure 6.26.  
Mean Scores for Level of Accepting without Judgement for the Combined Post-Training Completer 
Group Pre, Post, and Three-Month Post-Intervention  
 
 
Combined Post-Training Completer Group Mean Scores
Level of Accepting without Judgement
22
24
26
28
30
32
34
Time 1 (Pre) Time 2 (Post) Time 3 (3 Mth Post)
M
ea
n
 
Sc
o
re
s
  219 
 
The ANOVA for level of emotional distress tolerance found a statistically significant 
main effect for time, F(2, 76) = 51.264, p < .001; partial η2 = .574 (large). The repeated 
contrasts revealed a statistically significant increase in level of emotional distress tolerance 
between pre-intervention (time 1) and post-intervention (time 2) , F(1, 38) = 75.098, p < .001; 
and no significant difference between the post-intervention (time 2) and three-month post-
intervention (time 3, follow-up) mean scores, F(1, 38) = .466, p = .499. These findings 
support the hypothesis that level of emotional distress tolerance would increase from pre-
intervention to post-intervention, and would maintain this increase from post-intervention to 
three-month post-intervention. The mean scores are plotted in Figure 6.27. 
 
Figure 6.27.  
Mean Scores for Level of Emotional Distress Tolerance for the Combined Post-Training Completer 
Group Pre, Post, and Three-Month Post-Intervention  
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The Huynh-Feldt corrected ANOVA for level of use of behavioural disengagement found 
a statistically significant main effect for time, F(1.733, 65.844) = 6.914, p = .003; partial η2 = 
.154 (large). The repeated contrasts revealed a statistically significant decrease in level of use 
of behavioural disengagement between pre-intervention (time 1) and post-intervention (time 
2) , F(1, 38) = 9.591, p = .004; and no significant difference between the post-intervention 
(time 2) and three-month post-intervention (time 3, follow-up) mean scores, F(1, 38) = .354, p 
= .555. These findings support the hypothesis that level of use of behavioural disengagement 
would decrease from pre-intervention to post-intervention, and would maintain this decrease 
from post-intervention to three-month post-intervention. The mean scores are plotted in 
Figure 6.28. 
 
Figure 6.28.  
Mean Scores for Level of Use of Behavioural Disengagement Coping for the Combined Post-Training 
Completer Group Pre, Post, and Three-Month Post-Intervention  
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The ANOVA for level of use of mental disengagement found a statistically significant 
main effect for time, F(2, 76) = 13.008, p < .001; partial η2 = .255 (large). The repeated 
contrasts revealed a statistically significant decrease in level of use of mental disengagement 
between pre-intervention (time 1) and post-intervention (time 2) , F(1, 38) = 20.272, p < .001; 
and no significant difference between the post-intervention (time 2) and three-month post-
intervention (time 3, follow-up) mean scores, F(1, 38) = 1.238, p = .273. These findings 
support the hypothesis that level of use of mental disengagement would decrease from pre-
intervention to post-intervention, and would maintain this decrease from post-intervention to 
three-month post-intervention. The mean scores are plotted in Figure 6.29. 
  
Figure 6.29.  
Mean Scores for Level of Use of Mental Disengagement Coping for the Combined Post-Training 
Completer Group Pre, Post, and Three-Month Post-Intervention  
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Clinically Significant Change 
Clinically significant reductions in level of trait anxiety were also calculated using a 
model adapted from Ogles, Lambert and Masters (1996) and Jacobson and Truax (1991), and 
normative data from Condon (1993). Normative data was based on United States 
asymptomatic, community and clinical samples, and was considered appropriate for the 
current study.  
Thirteen participants (27% of all fourty eight who completed the training) achieved a 
clinically significant reduction in level of trait anxiety. Another seven (15%) were very close 
to achieving this. Whilst an additional three (6%) achieved a statistically reliable change for 
the better (real reduction in trait anxiety), their post-treatment scores remained above the 
functional distribution cut-off score, so they did not meet the full criteria for clinically 
significant change (Ogles, Lambert & Masters, 1996). Whilst five training completers 
reported an increase in trait anxiety from pre-intervention to post-intervention, none of these 
participants achieved a statistically reliable deterioration. Therefore, 42% of all those who 
completed the training either achieved, or almost achieved, a clinically significant 
improvement in their level of trait anxiety, and another 6% achieved a good (statistically 
reliable) improvement.  

Attendance, Homework and Feedback 
The mean number of sessions attended by all participants who completed the training (N 
= 47) during the 12 week training period was 4.64 (77%) (SD = 1.17) out of 6 sessions. The 
mean amount of the workbook read as homework by all participants who completed the 
training was 82% (SD = 24.59). A selection of key workbook exercises were also set as 
homework during the twelve week training period. Homework completion figures by all 
participants who completed the training can be seen in Table 6.14 and 6.15.  
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The mean rating of the helpfulness of the workbook (i.e. readings, exercises, forms and 
CD) by all participants who completed the training was 4.28 (SD = 0.74) out of a maximum 
rating of 5. The mean rating of the helpfulness of the six training sessions was 4.15 (SD = 
0.83) out of a maximum rating of 5. Ninety eight percent of all participants who completed 
the training (N = 46) stated that they would recommend the workbook to a friend. Ninety four 
percent of all participants who completed the training stated that they thought the workbook 
was a valuable resource to have to refer back to as required. Written feedback from all 
training completers on the helpfulness of the workbook; the helpfulness of the training 
sessions; why they would recommend the workbook to a friend; and why they thought the 
workbook was a valuable resource to have to refer back to; is included in Appendix F: 
Participant Feedback.  
 
Table 6.14 
Numbers of Times Key Workbook Exercises were Practiced or Completed by Participants who 
Completed the Training During the Training Period  
Key Workbook Exercise Mean (SD) 
Mind Watching e 14.54 (18.71) 
Life Enhancement and the Life Form b 1.86 (2.27) 
Finding Fresh Alternatives to the Same Old WAF Impulses b 2.51 (3.20) 
Using Your Wise Mind to Unhook from Parts of Your Experience b 2.81 (4.46) 
Mindful Breathing d 13.69 (20.40) 
Acceptance of Thoughts and Feelings d 8.93 (11.49) 
Acceptance of Anxiety a 4.88 (5.52) 
Learning to Forgive d 2.29 (3.33) 
Loving Kindness d 3.64 (6.70) 
Any of the Feel Exercises for Bodily Discomfort c 3.30 (6.55) 
Any of the Feel Exercises to Unhook Your Judgemental Mind c 3.18 (5.61) 
Leaves on a Stream e 3.30 (5.35) 
a
 N = 42, b N = 43, c N = 44, d N = 45, e N = 46.  
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Table 6.15 
Percentage of Participants Who Completed Key One-Off Workbook Exercises for all Participants who 
Completed the Training During the Training Period  
Key One-Off Workbook Exercise % 
Costs of Anxiety Management c 84% 
What I Have Given Up for Anxiety in the Last Month b 84% 
Short and Long Term Costs and Benefits of Anxiety Management b 86% 
Funeral Meditation c 75% 
Write Your Anxiety Management Epitaph c 73% 
My Valued Life Epitaph b 70% 
Valued Directions Worksheet a 80% 
Building Your Life Compass a 73% 
Note that additional exercises in the workbook could have been completed by training participants, however they were not recorded  
as a part of the tracking of homework.  
a
 N = 41, b N = 43, c N = 44. 
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Discussion 
 Discussion of Sample Characteristics 
As initially anticipated, the majority of participants who volunteered to take part in this 
study were Caucasian female university students, with higher levels of trait anxiety than the 
average female university student. Their anxiety was also problematic in that they reported 
that it was moderately disrupting various aspects of their lives. Along with this (not 
unexpectedly based on previous research), these participants also started the study with lower 
levels of mindfulness skills; higher use of avoidant coping strategies; and lower ability to 
tolerate distress; than the average university student. It is not known how many participants 
may have been previously diagnosed with, or would have met DSM-IV-TR criteria for, an 
anxiety disorder.  
Participant dropout or withdrawal is practically inescapable and a common characteristic 
of clinical trial research. Rates of attrition can be high (Armijo-Olivo et al., 2009). Twenty 
two participants dropped out of the current study during the training period. Nine participants 
dropped out after attending one training session, and another six participants dropped out after 
attending two training sessions. Therefore, fifteen out of all twenty two study participants 
(68%) who dropped out during the training period, received only a portion of the intervention. 
Note that ten of the twenty two study participants who dropped out of the training period were 
from the wait (control) group, and twelve were from the immediate starter group (see Figure 
6.1). Attrition levels in the current study are also comparable to those found in the literature 
for similar type studies (see Forman et al., 2007; Kocovski et al., 2009; Ossman, Wilson, 
Storaasli, & McNeill, 2006). 
Specific information was offered by some of the participants who dropped out. Several 
participants reported not being able to attend the training dates and times, as they clashed with 
other commitments such as attending lectures. Several reported not having sufficient time to 
participate, i.e. being too busy with assignments and exams (which they prioritized ahead of 
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learning new coping skills). One participant reported losing their transportation and being 
unable to travel from the other side of the city. Another reported suffering bi-polar disorder 
and becoming unwell during the training period. Several were advised by their current 
therapist not to participate. One participant travelled overseas during the training period, and 
another travelled overseas after the training period and was not contactable at three month 
post follow-up. Finally, one participant reported having suffered a trauma and high anxiety 
during the training period, and believed that their results would bias the study results (even 
though they were still encouraged to complete their post-training questionnaire).  
Whilst the reasons for discontinuation for the remaining participants were unknown, there 
are numerous potential reasons why participants did not complete the current intervention. 
These include: receiving the workbook and CD in the first training session, and perhaps 
deciding that this (as opposed to also attending the training sessions) would be sufficient to 
learn the new skills at their own pace and convenience; not being able to adjust to the ACT 
paradigm of learning to accept and move forward with anxiety, rather than trying to eliminate 
it from their lives; not being sufficiently anxious or having their lives sufficiently disrupted by 
anxiety to justify the level of work required during the intervention; not finding a personal 
connection to the material; and not finding the actual intervention effective after reading the 
initial chapters and trying the initial exercises. Ethically, study participants could only be 
occasionally encouraged to continue participation via email reminders to attend training 
sessions and provide questionnaire data. There was therefore little ability to influence 
participant attrition and pursue missing data.  
In addition, results indicated that the immediate starters who completed the intervention 
(N = 31) and the immediate starters who dropped out of the intervention (N = 12) were 
reasonably well matched on their mean scores for each of the variables, just before the 
training commenced (see Figure 6.1 and Table 6.9). Those immediate starters who dropped 
out of the intervention reported statistically significantly higher mean scores on both the 
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frequency of present moment attention and awareness and level of acting with awareness 
variables. A likely explanation for this finding is that those immediate starters who dropped 
out may have believed that they would not benefit significantly from the intervention, as they 
already had sufficient levels of attention and awareness, and sufficiently developed acting 
with awareness skills. They could have come to this conclusion early in the intervention 
period by simply examining the content of their workbook. As the intervention was open to 
all those who wished to participate, these participants may simply have screened themselves 
out. Whilst not statistically significant, the participants in the immediate starter dropout group 
were also slightly less anxious and had their lives slightly less disrupted by their anxiety, so 
once again, may have believed that they would not benefit enough from the intervention to 
justify the level of work and commitment required to complete it.  
Along with this, all the participants who completed the intervention (combined post-
training completer group, N = 39) and all the participants who dropped out of the intervention 
(combined 22 training dropouts and 9 post-training dropouts group, N = 31) (see Figure 6.1 
and Table 6.12), were reasonably well matched on their mean scores for each of the variables 
just before the training commenced. The combined training (and post-training) dropout group 
(N = 31) were similar to the immediate starter (training) dropout group (N = 12); in that they 
were also (although not statistically significantly) slightly less anxious, slightly more aware, 
and could tolerate slightly more distress.  
 
Efficacy of the Intervention 
This study sought to answer two important questions: is the Mindfully Coping with 
Anxiety Intervention efficacious, and if so, is the treatment effect maintained over time? 
Overall, results revealed that the wait (control) group and training group were reasonably well 
matched on most of the dependent variable mean scores pre-intervention. All but one (mental 
disengagement coping) of the dependent variable mean scores measured for the wait group, 
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over the wait period, also remained reasonably stable without intervention. Additionally, the 
intervention was related to significant improvement in all but three (observing, describing and 
behavioural disengagement coping) of the variable mean scores in the training group, over 
the training period; and these improvements were still evident three months after the end of 
the training period. Large effect size improvements were found for most variables, however 
as previously stated, with the use of efficacy analysis, these effect sizes have the potential to 
be over-estimated, and need to be interpreted cautiously. These results essentially support the 
study hypotheses, and indicate that overall the intervention was efficacious for those 
participants who completed it.  
It should be noted that whilst it is unclear (and was beyond the scope of the current study 
to establish) how many and which specific elements of the intervention workbook were most 
efficacious, much of the theory and many of the exercises were designed to increase 
mindfulness and coping, and reduce distress and suffering. The increase in mindfulness and 
adaptive coping observed in the treatment group will now be discussed therefore with 
particular reference to how specific content from the intervention potentially links to the 
improved outcomes.  
 
Trait Anxiety 
Trait anxiety in this study was conceptualised to be a participant's tendency to perceive 
stressors as dangerous or threatening, and respond with elevated tension, apprehension, 
nervousness, and worry. The findings from this study demonstrate that on average, trait 
anxiety was statistically significantly reduced as a result of the intervention. In fact, of all 
those who completed the training, 42% either achieved, or almost achieved, a clinically 
significant reduction in their level of trait anxiety.  
Whilst this statistically significant reduction supports the study hypothesis that level of 
trait anxiety would demonstrate a significant decrease from pre-intervention to post-
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intervention, and would maintain this decrease from post-intervention to three-month post-
intervention; this decrease in trait anxiety can be seen as a welcome by-product of the 
intervention. This is because ACT does not specifically seek to reduce symptoms rather, it 
seeks to reduce suffering. In fact, one of the core messages from the intervention was to move 
forward with anxiety, rather than try to eliminate it.  
That said, the findings of the current study are in alignment with, and support, findings 
from previous studies. For example: Kabat-Zinn (1990); Kabat-Zinn et al. (1992); and 
Shapiro et al. (2007) all found significant improvements in levels of anxiety as a result of 
their Mindfulness-Based Stress Reduction programs, and Baer's (2003) meta-analysis 
suggests that mindfulness interventions can be effective in reducing anxiety. With regard to 
ACT specifically, Forman et al. (2007) found ACT and Cognitive Therapy to be equally 
effective in reducing anxiety, with large effect sizes. Kocovski et al. (2009) also found 
significant decreases in social anxiety as a result of their Mindfulness and Acceptance-Based 
Group Therapy (MAGT).  
One reason for the actual reduction in trait anxiety found could have been that participant 
mindfulness, and mindfulness skills also improved concurrently as a result of the intervention. 
That is, the intervention changed participants' relationships with, and attitude towards, their 
internal events (i.e. thoughts, feelings, and bodily sensations).  Participants may have reduced 
their tendency to perceive situations as threatening by using their new acceptance and 
cognitive defusion skills to compassionately and non-judgementally, watch, and see, their 
unhelpful thoughts as just thoughts. Participants' anxiety provoking thoughts and feelings may 
not have actually reduced at all, however their response to them (i.e. how literally they take 
them, how much they believe in them, how entangled they become with them, and how hard 
they struggle against them), is likely to have changed. Participants may have come to 
appreciate that perceptions of threat are simply passing cognitive events that do not 
necessarily need to be believed, taken literally, struggled with, or avoided.  
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The intervention contained a number of specific exercises to teach the concepts of 
acceptance and cognitive defusion, for example, "Mind Watching", "Leaves on a Stream" and 
"Acceptance of Thoughts and Feelings". Results from Study one (see chapter five) also 
indicated that the core mindfulness skill level of accepting without judgement negatively 
predicts trait anxiety. Results from the current study indicated that this variable increased over 
the course of the training period, concurrently with the reduction in trait anxiety. This result 
helps to support this explanation for the reduction in trait anxiety.  
Another reason for the reduction in trait anxiety could have been that the practice of 
continually watching and nonjudgmentally experiencing (rather than trying to avoid) 
unhelpful internal events, worked as a form of interoceptive exposure therapy for some 
participants. That is, by experiencing anxiety for what it actually is, just a collection of 
thoughts, feelings and bodily sensations; some participants may have fortuitously become 
desensitized to them. In addition, Linehan (1993a, p.150) states that "exposure to painful or 
distressing emotions [e.g. anxiety], without association to negative consequences [e.g. judging 
this as "bad"], will extinguish their ability to stimulate secondary negative emotions" (e.g. 
more anxiety).  
Theory also suggests that developing a perception or belief that environmental events are 
not within our control, contributes to the development of anxiety disorders. It is also possible 
that learning cognitive defusion skills (i.e. merely watching internal events, rather than 
maladaptively reacting to them), provided participants with more confidence to cope with 
external stressors when they eventuate. This is because they are able to cope more effectively 
with the internal events generated by these external stressors. This increased confidence (or 
sense of control in their ability to adaptively respond to uncontrollable environmental events) 
therefore reduced their ongoing apprehension, nervousness, and worry about experiencing 
environmental events that are essentially outside of their control.  
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Another potential reason for the reduction in trait anxiety in study participants could have 
been that the intervention re-focused participants toward their values, goals and committed 
action. Paying more attention to values and goals (i.e. identifying and staying focused on what 
really matters) may have left less time for participants to get distracted by, and tangled up in, 
the potential day-to-day stressors that continually impose upon them.  
 
Disruption (Functional Impairment) Caused by Anxiety 
Participants, on average, also experienced a significant decrease in the disruption to, or 
functional impairment of, their work / school work, social life / leisure activities, and family 
life / home responsibilities, caused by their anxiety symptoms. Note that "work" included paid 
and unpaid volunteer work, and training.  
The current findings support those of Dalrymple and Herbert (2007), who used a twelve 
session, individually delivered, integrated ACT and ACT consistent exposure-based treatment 
program, to treat 19 adults diagnosed with social anxiety disorder. They found statistically 
significant reductions in impairment of work, social life and family life (as measured by the 
Sheehan Disability Scale - the same instrument used in the current sample), with large effect 
sizes, from pre-treatment to follow-up. Results from this study, and the current study, provide 
empirical support for the ability of ACT-based treatments to reduce functional impairment or 
life disruption in those suffering with anxiety.  
The reduction to life disruption or functional impairment in the current study is likely to 
have occurred because the current intervention specifically targeted helping participants to 
function and move forward with their anxiety, rather than letting it disrupt or impair their 
lives. The ACT acronym is to (A)ccept (C)hoose and (T)ake action. The intervention 
extensively promoted the key ACT concept of "committed action", that is; to behave or act in 
a way that is in alignment with our values, no matter how we may be feeling (i.e. as a result of 
unhelpful internal events) at any given time. The core ACT concept of "values" was also 
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extensively explored during the intervention. Values were presented as both a metaphorical 
lighthouse (that participants could stay focused on during stormy periods of worry, anxiety 
and fear), and a road map for getting the most out of their lives.  
Another reason for the reduction in life disruption or functional impairment is likely to be 
the intervention's encouragement of participants to meet their unhelpful internal experiences 
with mindful openness, acceptance and compassion; so as to take the sting out of them, and to 
weaken their ability to get them off track or keep them stuck. The acceptance and defusion 
exercises provided would also have assisted to reduce the disruption caused by unhelpful 
internal events.  
 
Ability to Take Action  
Over the course of the intervention, participants also experienced a significant increase in 
their ability to take action, take care of responsibilities, set and stick to a life course, and be in 
control of their life. They were able to do this even if they felt uncertain, depressed, anxious, 
worried, or bored, or didn't feel like doing it at the time. These findings support those of 
Kocovski et al. (2009), who also found significant increases in action over the course of their 
Mindfulness and Acceptance-Based Group Therapy (MAGT) open trial.  
The most plausible explanation for the findings in the current study is that as previously 
outlined, a primary focus of the intervention was to teach and encourage participants to take 
committed action and move in valued directions with their undesired internal events. One of 
the key messages presented during the intervention was that participants' lives and destinies 
are ultimately determined by the accumulated effect of both the choices they make, and the 
actions they take. Undertaking exercises such as the "Funeral Meditation" should also have 
helped participants to consider the larger, longer term perspective when they felt stuck and 
immobilized by their worry, anxiety or fear.  
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Another important message was to recommit to moving forward via taking action, when 
they found themselves breaking a commitment, getting off track, or falling back into old 
habits of being immobilized by their unpleasant internal events. Exercises such as "Building 
Your Life Compass" specifically examined how much action participants were taking in the 
areas of their life that they cared about the most, and the barriers (e.g. unpleasant internal 
events) that were holding them back from taking action.  
 
Willingness/Acceptance  
Over the course of the training period, participants also demonstrated a significant 
increase in their tendency to: willingly experience and accept; (and not suppress, worry about, 
be afraid of, avoid, or negatively evaluate); unwanted thoughts, feelings and physiological 
sensations. That is, their tendency for experiential avoidance significantly decreased. These 
findings also support those of Kocovski et al. (2009), who found a significant increase in 
willingness/acceptance during their MAGT trial.  
A major focus of the current intervention was for participants to willingly experience and 
accept private events (e.g. anxious thoughts, feelings and bodily sensations) just as they are. 
In regard to "willingness", the intervention provided psycho-education to explain that our 
capacity to experiencing normal anxiety and fear is healthy, adaptive, and essential to 
survival. The generation of undesirable anxiety-related thoughts and feelings by the mind, 
was stated to be essentially uncontrollable, and participants were reminded that avoidance of 
unwanted internal events (experiences) only provided temporary respite.  
Participants were encouraged to willingly experience their unpleasant internal events just 
as they are, so they could see them for what they actually were (i.e. just a bunch of thoughts, 
feelings or sensations); rather than what their mind was telling them they were (e.g. threats or 
dangers). This strategy incorporates four of the core ACT mindfulness and acceptance 
processes; those being acceptance, defusion, being psychologically present, and self-as-
  234 
 
context. Being willing to experience unpleasant internal events, was also differentiated from 
liking, enduring, or capitulating to them. In addition to the psychoeducation, numerous 
practical exercises were also provided to promote willingness to experience events.  
In regard to "acceptance", the intervention also used both psychoeducation and key 
exercises to promote a new way of responding to unwanted internal events; that being to 
embrace them with openness, kindness and compassion, and to non-judgementally accept 
them for what they are. This approach was continually contrasted against ineffective 
strategies such as avoiding, and fighting or struggling (i.e. engaging) with them.  
An extension of this new way of responding was that once the mind's generation of 
worries, anxieties, and fears had been embraced and accepted; these internal events were also 
to be "let go" of (i.e. not engaged). The message was that once participants were able to 
accept and let go of these internal events; the suffering that resulted from them would also go 
with them. This new way of responding helps to differentiate ACT from CBT. Whereas CBT 
may engage unhelpful thoughts and directly dispute (struggle with or fight against) them, 
ACT recommends non-judgemental acceptance and letting go of such events.  
 
Present Moment Attention and Awareness (Trait Mindfulness) 
Participants, on average, also reported a significant increase in their tendency to be 
conscious of, pay attention to, notice, be aware of, and be in touch with; present emotions, 
physical tension, discomfort, experience, and activities or tasks they are doing such as 
working, driving, and eating. These results also support findings by Kocovski et al. (2009), 
who found significant increases in mindfulness (as measured by the MAAS) for completers of 
their MAGT trial. Shapiro et al. (2007) also found significant pre-post increases in 
mindfulness (as measured by the MAAS) in their eight week MBSR program.  
One important point needs to be noted here however. As is apparent from the results in 
the current study (see Table 6.10), the mean scores for the present moment attention and 
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awareness variable between the start and end of the wait period were somewhat different, and 
approached a statistically significant difference. This indicates that this variable (as measured 
by the MAAS) may be subject to some level of change over time without intervention. With 
that in mind, the results outlined above need to be interpreted cautiously.  
The most likely explanation for the results found in the current study was the 
intervention's heavy focus on the core ACT process of being psychologically present. A 
number of key exercises asked participants to: become aware of and notice their breath and 
breathing process; notice and pay close attention to their thoughts (especially their 
judgemental thoughts) and physical sensations in their body; and refocus their attention when 
their mind wandered from the task at hand. The intervention also encouraged participants to 
practice impartially watching or observing their automatic internal events whilst undertaking 
daily chores such as shopping, cooking, and doing the laundry.  
 
Acting with Awareness  
The study participants also reported a significant increase in their tendency to: pay 
undivided attention; only focus on one thing at a time; and get wrapped up in, or completely 
absorbed in, something they were doing. They also significantly increased their tendency to 
not: let their mind wander; be easily distracted; operate on autopilot; daydream; or worry. 
This increased awareness was specifically in relation to doing a current activity such as 
reading, driving, household chores, or work. The doing of a current activity (acting) is what 
primarily differentiates this construct from the present moment attention and awareness 
construct. These increases are in alignment with findings by Kocovski et al. (2009), who 
found that those who completed their MAGT trial significantly increased in acting with 
awareness skills.  
Whilst this construct is more focused on awareness whilst "acting" or doing an activity, 
than awareness of internal events; the most likely explanation for participants' reported 
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improvement in this skill over the course of the intervention is once again, the intervention's 
focus on being psychologically present. The intervention encouraged participants to learn to 
pay attention to, and to notice, "what's happening as it's happening" (Forsyth & Eifert, 2007, 
p.143), rather than dwelling on the past, or worrying about the future. Many of the exercises 
in the workbook taught participants to refocus their attention back to the current activity they 
were doing, when their mind wandered away; for example, during the "Mindful Breathing" 
exercise.  
 
Observing  
Whilst there was a reported increase in training participants' mean scores for the 
observing variable i.e. noticing or paying attention to body sensations (including sights, 
sounds and smells), thoughts, and feelings; this result needs to be interpreted cautiously. This 
is because a statistically significant interaction was not found in the repeated-measures, 
between groups ANOVA comparing variable means for the immediate starter (training) 
group, relative to the wait (control) group, between the start and the end of the training period. 
This result did not support the current hypothesis.  
One possible explanation could be that the non-statistically significant interaction is the 
result of insufficient power to detect a difference. In addition, the simple effect in the 
immediate starter (training) group mean scores between the start and the end of the 
intervention was not statistically significant either. There was however a statistically 
significant main effect for time found, when analysing the mean scores of the combined post-
training completer group (i.e. all training completers from the immediate starter group and the 
wait group) between pre-intervention, post-intervention, and three-month post-intervention.  
Statistical significance occurred here because there was a slightly larger increase in the mean 
observing score, between pre-intervention, post-intervention, and three-month post-
intervention. This significant main effect for time in the repeated-measures ANOVA 
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however, is not compared relatively to a control group, so it also needs to be interpreted 
cautiously.  
Interestingly, Kocovski et al. (2009) found a non-significant increase in the observing 
variable for socially anxious completers of their MAGT trial, even though some of the 
exercises they provided to participants taught "paying mindful attention to taste, sound, [and] 
sight" (p.281). These sensations are specifically measured by the KIMS observing variable.  
On the surface, the KIMS observing and MAAS present moment attention and awareness 
variables appear to measure quite similar constructs. However, a detailed examination of the 
questions making up both scales identifies that whilst these two constructs both measure 
attention and awareness, they have a different focus. The KIMS observing variable asks 
participants about noticing sensations such as vision, sound, touch, and smell, and noticing 
changes in the body and mood; where-as the MAAS does not. The observing variable does 
not ask about preoccupation with the past or the future, or doing activities automatically, or 
on auto-pilot; where-as the MAAS does. The observing variable questions have more of a 
deliberate focus (e.g. "I deliberately notice...", "stay alert to...", "intentionally stay aware 
of...") whereas the MAAS does not. A number of the observing questions also contained 
"such as" examples (e.g. "I notice changes in my body, such as whether my breathing slows 
down or speeds up"). Providing examples in this way may have the effect of closing the 
question, and making it feel more specific than the MAAS questions, which tend to be more 
general (e.g. "I find myself doing things without paying attention").  
The differences in focus of these two measures may help account for the differences in 
results found between the KIMS observing and the MAAS present moment attention and 
awareness variables in the current study. The lesser increase in the KIMS observing variable 
may have occurred because the current intervention did not emphasise noticing sensations 
such as sights, sounds, smells, and touch, in the way the observing questions asked about 
them. The intervention was primarily focused on teaching participants to be aware of and pay 
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attention to unwanted internal events such as thoughts, feelings and bodily sensations (e.g. 
tension).  
The increase found in the level of observing in the current study may be attributable to 
increased scores on some of the twelve questions contained in the measure; or even a 
generalisation of the concept of observing into other areas, such as sights, sounds, smells, and 
touch, and changes in body and mood; rather than just unpleasant internal events. Finally, it is 
interesting to note that Kocovski et al. (2009) in their MAGT trial found a similar pattern of 
results to the current intervention. That is, they also found a non-statistically significant 
increase in the observe variable, and a statistically significant increase in the MAAS variable 
concurrently.  
 
Describing  
Whilst results indicated that participants also showed an increase in their ability to find 
the words to describe their internal events (i.e. feelings, thoughts, beliefs, opinions, 
expectations, perceptions, and bodily sensations) between the start and the end of the 
intervention; these results also need to be interpreted cautiously. Once again, a statistically 
significant interaction was not found in the repeated-measures, between groups ANOVA. 
This indicates that there was not a statistically significant increase in the mean score for the 
immediate starter (training) group, relative to the increase in the mean score for the wait 
(control) group. This result did not support the current hypothesis. Once again, this non-
statistically significant interaction may have resulted from insufficient power to detect a 
difference.  
That said however, with a less stringent Bonferroni adjusted p-value, a statistically 
significant interaction, and a statistically significant main effect for time, would have been 
found. A statistically significant increase (simple effect) was in fact found in the immediate 
starter (training) group mean scores between the start and the end of the intervention. This is 
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supported by the finding of a statistically significant main effect for time, when analysing the 
mean scores of the combined post-training completer group between pre-intervention, post-
intervention, and three-month post-intervention. These results are in alignment with Kocovski 
et al. (2009), who found significant increases in the describe variable for completers of their 
MAGT trial.  
Despite the ambiguous result in the current study, a number of key exercises in the 
intervention (e.g. "Mind Watching") encouraged participants to practice labelling their 
internal events as they were experiencing them. In addition, participants' ability to find the 
words to describe internal events may have improved somewhat as their attention towards, 
and awareness of, internal events improved. That is, participants' increases in being 
psychologically present with internal events, may have facilitated an increase in their ability 
to describe such events.  
 
Accepting without Judgement  
Another outcome of the intervention was that participants experienced a significant 
increase in their propensity to accept and not judge both their internal events (thoughts and 
feelings); and themselves for having these internal events (i.e. bad, irrational or inappropriate 
thoughts and feelings). These increases are also in alignment with the Kocovski et al. (2009) 
study which found that those who completed their MAGT trial experienced significant 
increases in accepting without judgement skills. 
The most likely explanation for the reported improvement in this skill over the course of 
the intervention was the intervention's promotion of the importance of non-judgemental 
acceptance. Being non-judgemental is a core component of the definition of mindfulness. It is 
both one of what are referred to as the seven attitudinal pillars of mindfulness (i.e. being an 
impartial witness to our experiences), and is contained in the ACT core therapeutic processes 
of acceptance and being psychologically present.  
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In regard to acceptance and non-judgement of unhelpful internal events; the intervention 
provided both psychoeducation and numerous exercises to assist participants to develop this 
skill. Discussion of the acceptance of unwanted internal events and becoming an "impartial" 
observer has been provided above. In addition to this, the intervention presented evaluation 
(judgement) of experiences as one of the primary reasons why anxiety becomes problematic, 
and why participants become immobilized by their anxiety. Participants were taught that an 
evaluation or judgement of an experience is just that; "an evaluation of reality, not reality 
itself" (Forsyth & Eifert, 2007, p.72). They were also taught that believing negative 
evaluations of themselves and their experiences, often fuels suffering; and that judging can 
lead to more judging, which becomes a "chain reaction" of escalating distress. In considering 
self-acceptance; the intervention helped participants to develop skills to be kinder, gentler and 
more compassionate with themselves, and to not beat themselves up with blame or self-
judgement.  
The operational definition of accepting without judgement also includes "to allow reality 
to be as it is without attempts to avoid, escape, or change it" (Baer et al., 2004, p.193-4). In 
regard to this (as outlined in the Willingness/Acceptance section above), numerous exercises 
asked participants to experience their unwanted internal events just as they were (rather than 
how their mind may have been judging them to be), and to not struggle with, or try to avoid 
them.  
 
Emotional Distress Tolerance 
Another positive outcome from the intervention was that participants' perceived ability to 
experience and endure (withstand) emotional upset and psychological distress (such as 
anxiety) was significantly increased. At a more detailed level, this means that participants 
developed a significantly increased capacity: to accept, bear, and be able to handle, feeling 
distressed or upset; to not have to immediately try to avoid, or stop feeling, negative 
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emotions; and to not be completely absorbed in, and overwhelmed by, their feelings of 
distress or upset.  
After a search of the literature, the current study appears to be the only one to date that 
has examined the impact of an ACT-based intervention on the emotional distress tolerance 
construct measured here. Whilst additional replication studies are required to confirm ACT's 
ability to increase the capacity to tolerate emotional distress; the results from the current study 
are encouraging for two reasons. First, a strong negative relationship has been found between 
distress tolerance and worry, stress, and anxiety in university students (Huang et al., 2009). 
Secondly, low distress tolerance is theorized to be a potential vulnerability for NSSI 
(Chapman et al., 2006).  
The most likely explanation for the improvement in the ability to tolerate emotional 
distress over the course of the current intervention was once again, the emphasis on non-
judgemental acceptance. A moderate positive correlation has previously been found in a 
community sample of 193 young adults between the emotional distress tolerance and 
accepting without judgement constructs measured in the current study (Vujanovic, Bonn-
Miller, Bernstein, McKee & Zvolensky, 2010).  
As previously outlined, the goal of the intervention was to change participants' 
relationship with, and attitude towards, their undesirable internal events. It was not to learn to 
like; put up with; tolerate; or endure anxiety with white knuckles and sheer willpower. The 
goal was to experience undesirable internal events just as they are; so they could be 
understood for what they are; just a collection of thoughts, feelings and sensations, rather than 
threats which needed to be acted on. To achieve these goals, participants were taught to not 
avoid, struggle or fight with internal events such as distressing feelings and bodily sensations; 
but instead, to kindly and compassionately allow, accept, and let go of them. In doing this, 
participants would have become less absorbed in their distressing feelings and less 
overwhelmed by them.  
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In addition to accepting feelings of anxiety, participants were also taught to not get fused 
with (not necessarily believe or take literally) the thoughts which were related to their feelings 
of distress. As an example, participants were taught to say to themselves "I am having the 
thought that - this is all too much", rather than saying to themselves "this is all too much".  
Another reason why participants' ability to tolerate emotional distress significantly 
increased may be that as previously outlined, the intervention re-focused participants toward 
their values, goals, and committed action. By identifying and staying focused on what really 
matters to them, participants may have developed an increased willingness to tolerate distress 
simply because moving towards their values and goals became more important to them than 
the discomfort of the distressing thoughts and feelings that were generated by doing this. As a 
result of practicing moving forward in valued directions with their anxiety, participants could 
also have learned that these feelings can in fact, be tolerated. Practicing exercises such as 
"WAF (worry, anxiety, and fear) Surfing" may have also lead to some level of desensitization 
towards these internal events, and may have also helped participants to learn that they can 
experience and withstand distressing internal events, by just letting them run their course, like 
a passing ocean wave.  
 
Behavioural Disengagement 
Results also demonstrated that after the intervention, training participants were more 
inclined to try to deal with a stressor (i.e. not avoid it), and less inclined to give up trying to 
attain a goal because a stressor was interfering with it. Once again however, whilst results 
indicated that there was a reduction in behavioural disengagement coping, these results need 
to be interpreted cautiously, because a statistically significant interaction was not found. That 
is, there was not a statistically significant reduction in behavioural disengagement in the 
training group, relative to the wait (control) group. This result also did not support the current 
hypothesis.  
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Again, this non-statistically significant interaction may have occurred due to insufficient 
observed power to detect a difference. On the other hand, a statistically significant main effect 
for time would have been found with a less stringent Bonferroni adjusted p-value. A 
statistically significant decrease (simple effect) was in fact found in the training group mean 
scores between the start and the end of the intervention, and a statistically significant main 
effect for time was also found in the combined post-training completer group between pre-
intervention, post-intervention, and three-month post-intervention. A clear result is therefore 
difficult to ascertain.  
Part of what the behavioural disengagement coping construct measured was a 
participant's efforts to actually solve a problem (deal with a stressor). This element was 
measured by one of the four questions that made up this variable. Whilst the intervention did 
encourage participants via the serenity creed to change what they can; putting more effort into 
directly trying to solve a problem was not specifically taught as part of the intervention. 
Therefore, this variable only partially represents and measures what the intervention was 
trying to teach participants. This may help explain why the reduction in behavioural 
disengagement coping was not as strong as other variables. As previously stated, the 
intervention focused on committed action, especially setting and staying committed to goals, 
and recommitting to moving forward when participants found themselves getting side tracked 
or stuck. Whilst a clear result for this variable is difficult to ascertain, the promotion of 
committed action would be the most likely explanation for a decrease in participants' 
inclination to give up trying to attain a goal because of stress.  
 
Mental Disengagement  
Another interesting result found was that over the course of the intervention, participants 
significantly reduced their tendency to: turn to work or other activities; watch movies or T.V.; 
daydream about other things; or sleep more; in order to think less about, or take their mind off 
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(i.e. distract themselves from) stressful events. Results indicated that there was a statistically 
significant interaction in the repeated-measures, between groups ANOVA comparing variable 
means for the immediate starter (training) group and the wait (control) group between the 
start and the end of the intervention.  
At the same time, there was also a statistically significant natural increase in use of 
mental disengagement coping in the wait group over the wait period (i.e. without 
intervention). This again indicates that this variable may be subject to some level of change 
over time without intervention, and therefore, the results outlined above need to be interpreted 
with this in mind. A statistically significant decrease in use of mental disengagement coping 
was also found in the immediate starter (training) group between the start and the end of the 
intervention, and in the combined post-training completer group between pre-intervention and 
post-intervention.  
In a recent study by Rost et al. (2012), a twelve session ACT protocol targeting 
mindfulness, acceptance and values, was also found to significantly reduce the use of mental 
disengagement coping over time, in late-stage ovarian cancer patients. Whilst different 
samples are involved, the finding of the current study supports the finding by Rost et al. 
(2012) that an ACT protocol is capable of reducing the use of mental disengagement 
(avoidant) coping.  
Mental disengagement coping as a form of experiential avoidance stands in direct contrast 
to the construct of willingness/acceptance i.e. willingly experiencing and accepting, stressful 
events (e.g. unwanted thoughts, feelings and physiological sensations). The reduction found 
in the use of mental disengagement coping in the current study can probably be attributed to 
the intervention's substantial focus on willingness/acceptance; as discussed previously. Along 
with this, the intervention identified mental disengagement strategies (e.g. going to bed early, 
watching T.V.) as being ineffective, when recommending that participants end their struggle 
with anxiety. Avoidance of discomfort was also highlighted as a core common component of 
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each of the anxiety disorders, and rigid avoidance of anxiety and fear was explained to be the 
core problem, rather than a solution.  
 
Participant Feedback 
Feedback was also sought from participants regarding their subjective individual 
experience of the intervention. Whilst no feedback was received from those who did not 
complete the intervention, both the workbook and training sessions were regarded as very 
helpful by the participants who did finish. Almost all those who completed the training stated 
that the workbook is a valuable resource, and would recommend it to a friend. As can be seen 
in the Appendix F, the written feedback received was positive and supports the efficacy of the 
intervention.  
 
Additional Assistance 
It is also important to acknowledge that some training participants (as well as wait group 
participants) both took medication, and received additional assistance for their anxiety during 
the intervention. Additional assistance was in the form of sessions with counsellors and 
psychologists. These potentially confounding variables could not be avoided (i.e. participants 
could not be asked to abstain from taking medication or seeking additional assistance) for 
obvious ethical reasons. It was also beyond the scope of the current study to formally control 
for these variables as covariates in efficacy analyses. That said, whilst medication and 
additional assistance could well have helped reduce anxiety and life disruption; unless the 
additional assistance provided was Mindfulness or ACT based, improvements in mindfulness, 
action, and emotional distress tolerance are unlikely to have occurred outside the intervention. 
That is, improvements in these particular variables are unlikely to result from CBT or the use 
of medication.  
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Attendance and Homework 
Participants who completed the training attended 77% of the training on average. In 
addition, homework in the form of reading the workbook and completing both specific one-
off and regular practice exercises was set for training participants. This was undertaken in an 
attempt to help participants identify and complete at least a minimum set of key exercises.  
Results indicate wide individual differences in levels of homework completed. It is also 
possible with the substantial number of exercises provided in the workbook that individual 
participants may have appreciated and benefited from different exercises. It is also possible 
that individual participants may have benefited from merely listening to and practicing the 
workbook content being presented during the training sessions. As well as this, a number of 
additional exercises in the workbook may also have been completed by participants; however 
they were not recorded as a part of the tracking of homework. Finally, with the homework 
completion figures, participants were asked to provide their best estimates.  
It is therefore extremely difficult to accurately relate specific components of the 
intervention with the treatment effects. What can be said however is that on average, 82% of 
the workbook was read by all participants who completed the training; most participants who 
completed the training completed the key one-off exercises; and on average, participants who 
completed the training, practiced the key exercises prescribed at least a few times, often more 
than a few times, across the duration of the program.  
 
Conclusion 
For those participants who undertook and completed the intervention, results indicate it to 
be efficacious. This is evidenced by a concurrent decrease in trait anxiety; disruption of 
several important life domains as a result of anxiety; and some avoidant coping; and an 
increase in core facets of mindfulness; (i.e. attention, awareness, and non-judgemental 
acceptance); ability to take action in valued directions; and capacity to tolerate emotional 
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distress. The finding of a significant reduction in trait anxiety is a particularly welcome by-
product of the training. Whilst this was hypothesised based on evidence from the literature, 
proponents of ACT state that symptom reduction is not necessarily expected from an ACT 
intervention. Rather, one moves forward in valued directions with one's anxiety.  
These results are encouraging, especially considering that the intervention was essentially 
conducted in a self-help format. Participants read the workbook and completed the exercises 
in their own time. The training sessions were not conducted as group therapy. Instead, key 
content from the workbook was presented and discussed, and selected exercises were 
demonstrated, exactly as written in the workbook. It could be argued therefore that a member 
of the public suffering as a result of anxiety may be able to achieve similar results to the 
current intervention, by using the workbook and working through it by themselves. In 
considering the potential benefit of additional assistance however, working through the 
workbook together with a counsellor or psychologist may in fact be the most effective 
approach, and achieve the best results.  
Findings from the current study move the extant literature forward by adding to and 
extending the current empirical evidence base on mindfulness and acceptance-based 
interventions. This has been achieved by demonstrating that along with the existing treatment 
formats, mindfulness and acceptance-based interventions may also be efficacious in an easily 
accessible, cost-effective, self-help format. Whilst the findings from the current study (which 
was essentially conducted in a self-help format) are preliminary, they are also encouraging. 
Should this format prove to be efficacious, this opens up another viable treatment option for 
those who are unable to afford, access, or attend alternative formats or types of treatment. 
With additional empirical support, the approach used in the current study may also prove to 
be a viable treatment option for facilities such as high school and university counselling 
services, for those consumers experiencing stress, anxiety and/or NSSI.  
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Strengths, Limitations and Further Research 
Several limitations of the current study need to be considered. Whilst it was initially 
intended; practical issues in conducting the intervention interfered with the strict random 
assignment of participants to groups. An attempt was made to randomly allocate the initial 
group of volunteer participants to the immediate starter (training) group and the wait (control) 
group, however random allocation of subsequent groups of participants was not undertaken as 
participant recruitment became dependent upon the point in time the individual volunteered to 
participate. The timing of participant recruitment also impacted the mean duration of the wait 
period. Whilst the wait period was initially intended to be the same duration as the training 
period (12 weeks), the mean wait period ended up being shorter, at around eight and a half 
weeks. Despite this, the training and control groups were reasonably well matched on both 
demographics and dependent variable mean scores. The use of the control group was a 
strength of this study, as it allowed the comparison of results obtained from the intervention 
period, with an albeit shorter non-intervention period.  
Minimal exclusion of interested participants allowed those with different types of anxiety 
problems, different levels of anxiety, and different levels of each of the dependent variables to 
be included in the study. This decision was deliberately taken so as to help maximise the 
external validity of the study. However, as only university students (and one non-student staff 
member) participated in the study, the uniqueness of this sample (including their mostly 
female gender, higher than average levels of anxiety, and lower than average levels of 
mindfulness skills and emotional distress tolerance) does limit the generalizability of the 
results to other populations. Nevertheless, anxious university students under pressure to 
successfully complete their tertiary education are a valid and prime population for an 
intervention that seeks to alleviate suffering as a result of anxiety. Also, a moderate 
participant attrition rate, whilst not uncommon in this type of study (Armijo-Olivo et al., 
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2009), did reduce the sample to a modest size. This also restricts the statistical power of the 
tests to detect smaller treatment effects (Field, 2005; Pallant, 2005).  
Another limitation of the current study is that it exclusively used self-report measures to 
obtain results. Self-report measures can be subject to perception and reporting biases. For 
example, a participant may exaggerate symptoms pre-intervention and minimize symptoms 
post-intervention, in an attempt to assist or please the researcher or therapist (Gravetter & 
Forzano, 2003). That said; there is no reason to believe this occurred in the current study. In 
addition, the use of multiple informants would not necessarily improve the accuracy of 
reporting variables such as individual levels of mindfulness or emotional distress tolerance.  
The concurrent attendance by some participants at sessions with counsellors or 
psychologists, also acts as a potential confounding variable for the reported results of 
variables such as trait anxiety and life disruption in this study. However, as stated, for ethical 
reasons, this could not be avoided.  
The use of efficacy analysis in the current study also limits the generalizability of the 
estimated treatment effects found, to people or treatment situations that are different to the 
ones in this trial (Armijo-Olivo et al., 2009). However, efficacy analysis does provide an 
indication of how efficacious the intervention can be for those who are prepared to undertake 
and complete it, in the trial conditions (Armijo-Olivo et al., 2009). As the intervention was 
largely conducted in a similar manner to how a member of the general public may use the 
workbook (i.e. reading it and completing the exercises), the results found in this study 
increase in external validity for members of the general public who share characteristics of 
the current study's sample. That said, it is also possible that the group training sessions added 
structure and motivation over and above purely working alone.  
Finally, the analysis of mean group results does not identify individual differences in the 
efficacy of the intervention. Whilst the vast majority of participants benefited from 
undertaking the intervention (e.g. reported reduced life disruption); not all did. Also, based on 
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the high dropout rates found in the literature, mindfulness and acceptance based interventions 
appear to be more enthusiastically embraced by some people than others. Individual 
personality variables may differentiate those who embrace mindfulness and acceptance based 
therapies and for example, cognitive behavioural based therapies. Identifying these individual 
differences would be a useful undertaking for future research, to assist therapists to tailor 
individual treatment recommendations.  
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CHAPTER SEVEN 
Overall Discussion and Conclusion  
 
Non-suicidal self-injury affects millions of individuals worldwide. Numerous risk factors 
have been found in the literature to be associated with NSSI, and many explain only a small 
amount of the variance associated with the construct. The aim of the first study in the current 
thesis was to examine whether trait anxiety, mindfulness, selected avoidant and approach 
coping strategies, and substance use have a systematic relationship with, and predict, NSSI.  
Study one found that fifty three percent (53%) of a sample of 140 female undergraduate 
students reported deliberately injuring themselves at least once in their lives. The methods 
they reported most were cutting and severely scratching their body. Regression analysis of 
this data sample found that those who were less accepting, allowing, and non-judgmental 
about present-moment experience; and less allowing of reality to be as it is, without attempts 
to avoid, escape, or change it; had a higher tendency to perceive stressful situations as 
dangerous or threatening; and experience elevated feelings of tension, apprehension, 
nervousness, and worry, and arousal of the autonomic nervous system. That is, the first study 
found that in this university sample lower level of accepting without judgement had an 
important relationship with, predicted, and played a key part in higher level of trait anxiety.  
This study also found that higher level of trait anxiety had an important relationship with, 
predicted, and played a part in, membership of a non-suicidal self-injury group. This finding 
was also supported by qualitative data from the current sample, which indicated that a number 
of unwanted emotions motivated self-injuring behaviour, especially body cutting, carving, 
severe scratching and burning. These motivators (or emotional risk factors) included: anxiety, 
stress, worry, or tension; depression, unhappiness, or sadness; and anger or frustration. 
Qualitative data from the current study also supports the premise posited in several prominent 
theoretical models that self-injury is performed: to self-regulate and escape from, or avoid 
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unpleasant and unwanted emotional experiences or arousal; to seek assistance or care 
(attention), influence someone, or cry for help; and to punish oneself.  
Along with this, the first study also found that: level of trait anxiety; level of use of 
behavioural disengagement coping; and level of use of alcohol-drug disengagement coping; 
were significantly higher in participants who reported to have cut their body three times or 
more, than those who had never self-injured. The first study did not however, find support for 
the hypothesis that mindfulness, coping, and substance use predict non-suicidal self-injury, 
after controlling for level of trait anxiety.  
These varying findings all lend theoretical support to the affect regulation function of 
NSSI. More specifically the findings lend support to the EAM model designed to explain 
NSSI, in that in Study one, there is a relationship between negative affect (anxiety in this 
case) and NSSI. To go beyond the explanatory implications of Study one, anxiety consistently 
appears in both the theoretical and empirical literature as being a factor in NSSI – a finding 
which has been supported in the first study of this thesis. The clinical implications of this 
consistent finding are that new methods of managing and living with anxiety may be 
particularly useful for people who self-injure. Whilst mindfulness and coping did not 
significantly predict repetitive NSSI group membership in Study one, there is increasing 
evidence in the empirical literature that these variables have promise in assisting people to 
live with their anxiety.  With these results in mind, an intervention which addresses trait 
anxiety, the ability to tolerate emotional distress, non-judgemental acceptance of present 
moment experience, and avoidant coping; may be effective in reducing self-mutilative 
behaviour.  
It has been claimed in the extant literature that mindfulness can be effectively used to 
calm the mind, relax the body, alleviate stress, and reduce suffering. Mindfulness-based 
interventions have been shown to significantly reduce stress, anxiety and panic, and have 
been suggested to be "probably efficacious". In addition, ACT is a mindfulness-based 
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intervention that has accumulated a small but rapidly growing and encouraging research base 
for its effectiveness as a treatment for stress and anxiety. The aim of the second study in the 
current thesis was to identify adaptive skills that can be taught to people who struggle with 
anxiety and have difficulty tolerating emotional distress. To achieve this, Study two 
undertook a quasi-experimental open clinical trial of a mindfulness and ACT intervention for 
anxiety with seventy five male and female university students.  
Results from this intervention demonstrated significant increases in: trait mindfulness 
(present moment attention and awareness); core mindfulness skills (acting with awareness and 
accepting without judgement); experiential acceptance; the ability to take action (even whilst 
experiencing anxiety); and the ability to tolerate emotional distress. Results also demonstrated 
significant decreases in: use of some avoidant coping; disruption to work, school, social, and 
family life caused by anxiety; and levels of trait anxiety.  
It is noted that mindfulness and acceptance based interventions appear to be embraced 
more enthusiastically by some members of the public, than others. Whilst the second study 
suffered a high rate of attrition; efficacy analysis via repeated-measures analysis of variance 
indicated that the intervention was efficacious for those participants who completed the 
program (when compared to a reasonably well matched wait control group); and that 
treatment effects were maintained over time. These results essentially supported the study 
hypotheses and previous findings in the research literature. In addition, twenty seven percent 
of all those who completed the training achieved a clinically significant reduction in their 
level of trait anxiety. Another fifteen percent almost achieved a clinically significant 
reduction, whilst another six percent achieved a good (statistically reliable) reduction.  
The results found in the second study may be particularly appealing to those who 
undertake NSSI to escape or avoid feeling overwhelmed by anxiety provoking internal events. 
As previously outlined, experiential avoidance is theorised to be one of the primary functions 
of NSSI. With this in mind, participants in the second study developed an increased tendency 
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to willingly experience, accept, and let go of unwanted thoughts, feelings and physiological 
sensations. That is, their tendency for experiential avoidance significantly decreased. Whilst 
not specifically trialled with people who self-injure; this mindful approach could be promoted 
to individuals who practice NSSI, as an alternative coping strategy to injuring themselves to 
relieve arousal or regulate emotion. Over time, with practice, this new mindful way of 
responding to aversive internal stimuli, may build self-confidence in the individual to be able 
to control (choose) their responses to these aversive events, rather than necessarily trying to 
control (e.g. avoid) the aversive event itself. This self-confidence in the ability to adaptively 
respond to aversive internal stimuli, may also generalize to external life events (stressors) as 
well. The Experiential Avoidance Model (EAM) of Deliberate Self-Harm also posits that poor 
distress tolerance plays a part in, and may be a vulnerability for self-harming behaviour. With 
that in mind, participants in the second study also developed an increased ability to 
experience and endure (withstand) emotional upset and psychological distress.  
Whilst it is possible that this intervention is useful for some people with moderate to 
severe anxiety; it may not in fact prove to be helpful for those who utilize self-harm to cope 
with overwhelming stress and anxiety. Therefore, future research investigating the efficacy of 
the intervention with a specific sample of non-suicidal self-injuring participants would be 
valuable in establishing the workbook's potential benefits for this population. Further, ideally, 
the results of the current intervention study would also be replicated in similar and additional 
future studies. Young people seem particularly vulnerable to engaging in NSSI based on the 
levels of stress and anxiety they experience. From a prevention and early intervention 
perspective therefore, university and secondary school students are potentially important 
populations to study, utilizing mindfulness and ACT based interventions such as that used in 
the current study. 
In summary, the establishment of the relationship between coping and mindfulness 
variables and anxiety, and in turn, anxiety’s relationship to NSSI in the first study, gave solid 
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grounding for the implementation of a study examining the capacity of a mindfulness and 
acceptance-based intervention to increase mindfulness and adaptive coping, as well as reduce 
distress associated with anxiety. The intervention trialled in the second study shows 
considerable promise in enhancing mindfulness and acceptance skills and the ability to 
tolerate emotional distress and take action. It also shows promise in reducing both anxiety and 
the life disruptions that result from it. This combination of factors may be particularly 
appealing to high school and/or university students suffering with stress and anxiety, 
especially if it could be achieved cost-effectively.  
This intervention also shows considerable promise in enhancing the mindfulness and 
acceptance skills, and ability to tolerate emotional distress, that self-injuring individuals 
appear to require. Apart from the interventions potential benefit to students in general, the 
factors outlined above also theoretically augur well for another potentially efficacious and 
cost-effective intervention for those self-injuring individuals who are seeking a more adaptive 
way of coping with overwhelming aversive internal arousal.  
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Study One - Mindfully Coping with Non-Suicidal Self-Injury  
Appendix A: Qualitative Data: Participant Motivations for NSSI Behaviour. 
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Participant Motivations for NSSI Behaviour (Unedited). 
No. Type of Self-Injury 
Performed 
Freq  
(Times) 
What motivated you to do this to yourself?  
i.e. What was the reason for doing this? 
6 Cut Body 1 Not happy with life 
9 Cut Body 2 Felt alone, (no one seemed to like me, didn't fit in) 
16 Cut Body 17 Clinical depression, drug addiction, nervous 
breakdown, and an inability to cope with stress 
17 Cut Body 250 Anxiety, Stress, Depression 
27 Cut Body 3 Hated myself 
28 Cut Body 5 To relieve tension, give yourself something else to 
think about. 
32 Cut Body 2 Rage 
36 Cut Body 4 I wanted to make myself feel better and tell those 
close to me that something was wrong and I needed 
help. I never seemed to be able to tell them or make 
them listen. 
37 Cut Body 20 For relief and the feeling of pain 
39 Cut Body 30 Felt alone / confused. Mad at being punished. 
Worried abt relationship with same sex friend after 
several sexual encounters. 
42 Cut Body 100 Feeling upset, fights / arguments with parents / 
friends 
47 Cut Body 2 Thought the pain would distract me from emotional 
issues I was going through 
48 Cut Body 1 I was unhappy, and I wanted my parents to notice 
something was wrong. 
51 Cut Body 5 Shifted the focus from how I felt 
52 Cut Body 1 Unhappy home life 
62 Cut Body 1 Pressure of life - Felt like I wasn't doing anything 
right - Wanted to feel a different kind of pain to 
emotional pain 
64 Cut Body 4 I was very unhappy & been through a lot (my dad 
died and a breakup) and couldn't deal with my 
emotions. I tried expressing it in negative ways. 
73 Cut Body 3 Boyfriend dumped me 
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No. Type of Self-Injury 
Performed 
Freq  
(Times) 
What motivated you to do this to yourself?  
i.e. What was the reason for doing this? 
74 Cut Body 1 Feeling alone, no friends I could relie [sic]on for 
support 
78 Cut Body 5 Peer pressure. Relationship problem 
79 Cut Body 2 Parents were fighting was in yr 12 could handle the 
stress 
84 Cut Body 3 Depression / attention 
87 Cut Body 10 I felt sad and out of place 
88 Cut Body 3 Family problems 
92 Cut Body 1 Imitating 
96 Cut Body 2 Anger sadness 
98 Cut Body 50 I was depressed for many years, but I stopped 
because I can control my depression now 
99 Cut Body 10 First time I did it my best friend moved state the 
second time my boyfriend left me which was 4 
years later 
101 Cut Body 100 Was in a psychiatric hospital. I was unable to cope 
with my feelings & express them in appropriate 
ways. Made the pain "real". 
102 Cut Body 1 I think I may have been depressed 
103 Cut Body 200 Overwhelming emotion, lack of healthier coping 
mechanisms 
104 Cut Body 2 I realised it was stupid and I think now it was just 
attention seeking behaviour and would result in 
scarring. 
105 Cut Body 8 Extreme emotional pain 
115 Cut Body 10 Frustration, anger, anxiety - to feel better 
118 Cut Body 3 Peer pressure, attention 
124 Cut Body 1 I had a fight with my mother and felt she no longer 
loved me and there was no point in living because 
she wouldn't miss me. 
129 Cut Body 1 Cut my thumb to see if I could and how much it 
would hurt 
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No. Type of Self-Injury 
Performed 
Freq  
(Times) 
What motivated you to do this to yourself?  
i.e. What was the reason for doing this? 
130 Cut Body 1 Stress 
132 Cut Body 250 Anxiety, strong emotions, abuse, depression 
134 Cut Body 3 Stress, feeling isolated and not having a positive 
outlet for emotions 
135 Cut Body 1 Very depressed state, overwhelmed feeling, looking 
for something to help 
    
17 Cig Burn 10 Depression, Intoxication 
37 Cig Burn 2 Relief and for the feeling of pain 
101 Cig Burn 4 The rush and adrenaline, feeling pain to make 
emotional pain real. 
132 Cig Burn 4 Intoxication, anxiety, depression 
    
16 Lighter or Match Burn 1 Clinical depression, shock, attention seeking, social 
phobia 
17 Lighter or Match Burn 10 Anxiety, Stress, Depression, Intoxication 
37 Lighter or Match Burn 2 Feeling of pain 
39 Lighter or Match Burn 3 Lonely / confused, wanted someone that didn't like 
me 
43 Lighter or Match Burn 20 Thought it was cool that you could put out a 
cigarette lighter without burning yourself. 
47 Lighter or Match Burn 1 Wanted to see how much pain I could tolerate - was 
in a mixed up frame of mind at the time 
101 Lighter or Match Burn 7 Release, expression 
132 Lighter or Match Burn 40 Strong emotion, anxiety, intoxication, abuse, 
depression 
    
16 Carved Words 5 Clinical depression, drug addiction, nervous 
breakdown, and an inability to cope with stress 
17 Carved Words 5 Anxiety, Stress, Depression 
28 Carved Words 2 Giving something else to think about 
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No. Type of Self-Injury 
Performed 
Freq  
(Times) 
What motivated you to do this to yourself?  
i.e. What was the reason for doing this? 
31 Carved Words 1 Friends were carving boys names into skin as a way 
of showing they liked them 
42 Carved Words 3 Upset, feeling depressed 
46 Carved Words 3 Entertainment purposes 
47 Carved Words 1 I burned the initials of someone into my wrist 
because it made me feel closer to them. 
51 Carved Words 2 Mucking around at school 
74 Carved Words 1 Feeling alone, like I could not trust anyone, no one 
to talk to 
91 Carved Words 1 Frustration & attention 
95 Carved Words 5 Boredom 
98 Carved Words 5 I was depressed 
101 Carved Words 3 Remind myself / make clear I was "fat" and 
deserved "hate" & "sorry". Make it real. 
103 Carved Words 2 Wanted a permanent reminder of how bad I thought 
I was at the time 
110 Carved Words 1 Curiosity, I was sick of feeling invisable [sic] and 
wanted to see if that would make a difference. 
111 Carved Words 2 Curiosity.  
132 Carved Words 15 Boredom, anxiety, intoxication, abuse, strong 
emotion, depression 
    
16 Carved Pictures 5 Clinical depression, drug addiction, nervous 
breakdown, and an inability to cope with stress 
17 Carved Pictures 5 Anxiety, Stress, Depression, Intoxication 
27 Carved Pictures 1 Hated myself 
39 Carved Pictures 2 Lonely / confused. Trying something new 
46 Carved Pictures 5 Entertainment purposes 
95 Carved Pictures 5 Boredom 
132 Carved Pictures 15 Boredom, anxiety, intoxication, abuse, strong 
emotion, depression 
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No. Type of Self-Injury 
Performed 
Freq  
(Times) 
What motivated you to do this to yourself?  
i.e. What was the reason for doing this? 
3 Severely Scratched 1 Stressful situation at home 
16 Severely Scratched 20 Clinical depression, drug addiction, nervous 
breakdown, and an inability to cope with stress 
17 Severely Scratched 250 Anxiety, Stress, Depression, Intoxication, Drugs 
18 Severely Scratched 2 Anger at myself 
27 Severely Scratched 5 Hated myself 
28 Severely Scratched 5 Something else to think about 
35 Severely Scratched 100 A mole on my face felt "suspicious" so the doctor 
thought best to remove it - it was benign. 
37 Severely Scratched 4 Feeling of pain 
39 Severely Scratched 4 Lonely / confused 
42 Severely Scratched 60 When feeling depressed / upset. 
43 Severely Scratched 10 Trying to scratch out ingrown hair. 
64 Severely Scratched 3 I was very unhappy & been through a lot (my dad 
died and a breakup) and couldn't deal with my 
emotions. I tried expressing it in negative ways. 
73 Severely Scratched 3 Boyfriend, hated my body 
76 Severely Scratched 1 I was angry at myself because someone treated me 
badly. 
77 Severely Scratched 3 To stop crying when I was scolded by my mum 
84 Severely Scratched 15 Stress, anxiety. I felt itchy when under social 
pressure. 
101 Severely Scratched 7 Stressed but unable to cut. 
103 Severely Scratched 20 Lacked other means to self-harm, desperate attempt 
to manage intense emotional states 
104 Severely Scratched 3 I mainly did this when I was extremely 
disappointed / angry at myself. I became better at 
dealing with my self disappointment. 
107 Severely Scratched 5 Boredom, usually late at night, to draw blood, more 
specifically to make a scab. Not sure why I chose to 
do it, always on scalp so it didn't hurt. 
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No. Type of Self-Injury 
Performed 
Freq  
(Times) 
What motivated you to do this to yourself?  
i.e. What was the reason for doing this? 
110 Severely Scratched 1 Boredom, I didn't realise what I was doing at first. 
132 Severely Scratched 100 Anxiety, abuse, boredom, strong emotion, 
intoxication, depression 
    
5 Bit Yourself ? No particular reason of doing this its due to habit 
26 Bit Yourself 4 Frustration at myself & parents 
43 Bit Yourself 10 Loose skin on my lip - chewed it off. 
46 Bit Yourself 1 Anger 
    
46 Sandpapered Body 2 To see what would happen 
    
47 Dripped Acid 1 I burned off a wart on my skin using acid because I 
was self conscious about the wart (on my upper 
arm) and someone told me it would work 
    
16 Scrubbed Bleach 7 A worry over germs 
110 Scrubbed Bleach 1 I was sexually assaulted and wanted to be 'clean' 
again. 
    
2 Stuck Pins 2 Experimenting. It was nothing serious to hurt 
myself. Friends and I in primary school were thinly 
piercing our skin with safety pins because we 
thought it would look 'cool' (no depression, just for 
fun). 
16 Stuck Pins 5 Clinical depression, drug addiction, nervous 
breakdown, and an inability to cope with stress 
17 Stuck Pins 150 Boredom, Anxiety, Stress, Depression, Intoxication 
27 Stuck Pins 6 Didn't feel that I was worth anything 
28 Stuck Pins 15 Distraction, something else to think about 
43 Stuck Pins 1 Curiosity about a stapler 
46 Stuck Pins 3 For entertainment, boredom. 
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No. Type of Self-Injury 
Performed 
Freq  
(Times) 
What motivated you to do this to yourself?  
i.e. What was the reason for doing this? 
47 Stuck Pins 1 I stuck a safety pin in my ear because I felt different 
and wanted to express myself. 
54 Stuck Pins 1 Friends were doing it. Wanted to know how 
stapling my skin felt. 
73 Stuck Pins 1 Anger. Also I re-pierced my own ear 
76 Stuck Pins 1 For fun. I was experimenting how a needle can slide 
through the top layer of my skin on my finger. 
86 Stuck Pins 1 All the kids in the school class were doing it. It was 
interesting because it didn't hurt at all 
92 Stuck Pins 3 Feeling like cutting through skin 
107 Stuck Pins 10 Experimentation perhaps, often with friends placing 
a needle just under the skin; again with no pain. 
121 Stuck Pins 10 Boredom (Just needle through palms of skin. It 
didn't hurt at all). 
127 Stuck Pins 5 I stuck a sewing needle through the top layer of skin 
on my finger tips to see if there was any pain 
receptors near the surface. And I was bored in my 
textile class. 
132 Stuck Pins 50 Anxiety, abuse, strong emotion, intoxication, 
boredom, depression 
    
27 Rubbed Glass 1 My friends excluded / "ditched" me. 
132 Rubbed Glass 5 Anxiety, depression, abuse, strong emotion, 
intoxication, boredom 
    
16 Broken Bones 1 Drug addiction, inability to cope with stress, anger 
brought on by drug addiction 
    
26 Banged Head 20 Felt angry at my stupidity & annoyed at my parents. 
27 Banged Head 2 Angry & seeked [sic] attention 
35 Banged Head 200 Frustration and anger 
45 Banged Head 3 It was fun at the time to bang heads with a friend 
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No. Type of Self-Injury 
Performed 
Freq  
(Times) 
What motivated you to do this to yourself?  
i.e. What was the reason for doing this? 
46 Banged Head 1 Anger 
64 Banged Head 3 I can't deal with my emotions. Also a cry for help. 
76 Banged Head 1 Had a fight with my boyfriend & was so frustrated I 
smashed my high-heeled shoe into my head, caused 
bleeding & bruising. 
101 Banged Head 3 In hospital - only chance to hurt myself. 
102 Banged Head 20 Desperate attempt to self-harm when sharps were 
not available for cutting 
113 Banged Head 3 To stop a fight / argument between siblings and 
parents. I'm trying to get their attention and stop the 
fight. I got into a car accident before which my 
head banged on the car front glass (the glass 
actually cracked). 
    
26 Punched Yourself 30 Felt really sad & angry & hated myself, felt really 
stupid & was frustrated at life. 
27 Punched Yourself 4 Anger 
29 Punched Yourself 2 Frustration and annoyed at a person / something 
32 Punched Yourself 7 I was angry at myself 
35 Punched Yourself 100 Hatred of body image, anger at appearance. 
39 Punched Yourself 2 Lonely / confused. Wanted to punish myself for 
eating. 
101 Punched Yourself 6 Cause myself pain, angry @ myself. 
103 Punched Yourself 10 No other means to self-harm 
104 Punched Yourself ? It depends on my mood only in extreme self-
disappointment and feelings of overwhelming result 
in this 
117 Punched Yourself 40 Anger. I hit myself to stop myself breaking 
something or hurting someone else when I am 
angry. 
132 Punched Yourself 10 Depression, strong emotion, intoxication 
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No. Type of Self-Injury 
Performed 
Freq  
(Times) 
What motivated you to do this to yourself?  
i.e. What was the reason for doing this? 
17 Prevented Healing 100 Anxiety, Stress, Depression, Intoxication 
23 Prevented Healing 20 That certain type of sensation associated with it 
feels good 
28 Prevented Healing 20 Distraction, something else to think about 
35 Prevented Healing 30 Inducing pain made me feel better. 
39 Prevented Healing 10 Didn't think it was right that they should heal yet. 
46 Prevented Healing 5 Entertainment 
70 Prevented Healing 1 Because it was half peeling off anyway 
71 Prevented Healing 5 When I was that age I liked the idea of having a 
scab that I could make bleed 
81 Prevented Healing 12 In order to wear the bandage longer, possibly as a 
means to get attention such as sympathy and to get 
out of certain activities (i.e. sport). 
84 Prevented Healing 5 Wanted people to think that my injury was worse 
than it actually was (attention) 
92 Prevented Healing 2 It makes me feel alive and is kind a way relieve 
pressure 
101 Prevented Healing 4 Liked scars. Like self harm w/o the guilt. 
103 Prevented Healing 100 Itchiness of healing cuts, wanted to cause damage, 
pain 
107 Prevented Healing 100 Not a clue. For as long as I can remember I've 
picked scabs, I don't often have them though. 
132 Prevented Healing 300 Anxiety, strong emotion, depression 
    
8 Slap / pinched 30 I thought something bad and I wanted to stop 
thinking it / not think of it again / stop thinking bad 
/ negative thoughts 
9 Punched walls / tiles 4 Wanted to express internal pain of being ignored 
16 Took an excess of 
prescription drugs 
50 Addiction to the prescription drug and a desire to 
have the same effect that the drug had when I first 
started taking them 
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No. Type of Self-Injury 
Performed 
Freq  
(Times) 
What motivated you to do this to yourself?  
i.e. What was the reason for doing this? 
17 Binge drink, smoking, 
drugs, starve myself 
300 Anxiety, Stress, Depression, Boredom, Eating 
Disorder 
18 Hit myself 7 Anger, frustration, self-hatred 
35 Swallowing asprin [sic] in 
liquid form ++ 
20 The pain of the asprin [sic] "burning" my GI tract is 
satisfying. 
39 Flick hair tie on skin so 
metal bit could bruise me 
50 Just so annoyed that I existed. 
51 Abused pain killers & anti-
depressants 
4 I was suicidal and/or just trying to get away from 
things. 
52 Took overdose 1 Broken relationship 
53 Scratched myself or pulled 
my hair but not to the 
extent of bleeding or any 
real damage. 
5 Extreme frustration, anger or sadness 
63 Eat pain killers / sleeping 
tablets 
1 I was diagnosed with post-natal depression. This 
behaviour lasted 0-3 months after my child birth. 
76 Slapped myself in the face 2 Angry at myself for making a mistake 
77 I punched the wall 20 To release my angry 
87 Tried Valiums [sic] 4 I felt sad - did not know what to do. A cry for help, 
which I got! 
97 Continuously scratched self 
w/ sharp corner of plastic 
object 
1   
101 Strangeled [sic] myself / 
chocked. 
10 Crying out for help, seemed v. intense. 
105 Take excess prescription 
medications 
17 Severe emotional pain 
106 Overdosed on 
antidepressant Zoloft 
10 Maladaptive coping techniques from severe anxiety 
& depression 
117 Dig nails into skin 
(fingernails) 
100 I do it when I'm really annoyed / angry / frustrated 
to stop myself from lashing out at others. 
130 Binge ate / starved myself 1095 Poor body image, emotional stress bought on by 
family & friends. A means of control. 
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No. Type of Self-Injury 
Performed 
Freq  
(Times) 
What motivated you to do this to yourself?  
i.e. What was the reason for doing this? 
132 Painkiller abuse, Walk in 
front of traffic, Starvation, 
Intoxication, Smoking 
500 Abuse, low self-esteem, anxiety, depression 
135 Went out of my way to get 
very drunk. 
5 Looking for an escape, get away from the world, 
not have to think about my issues. 
140 Hit self, but not until 
bruising 
4 Frustration, self-hate, annoyed at situation/parents 

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Volunteers Wanted 
 
 
Psychology Research Study 
 
 
Mindfully Coping with Non-Suicidal Self-Injury  
 
 
 
A study is currently being conducted regarding  
the potential link between  
anxiety; the use of particular strategies to cope with stress; and 
mindfulness of day to day experiences; 
and  
self-harming behaviors in young people. 
 
If you are a Deakin undergraduate student  
and can spare 30 minutes to anonymously answer a few 
questions on this important issue, a questionnaire form can be 
obtained from outside the Deakin Psychology Clinic  
on level 2, building W, at room 2.15  
or contact Grant Walker at gmwal@deakin.edu.au  
or you can leave a message for me on 9251 7371. 
 
Your valued participation will assist us to better understand  
this very important issue. 
 
Please Note:  
Questionnaire responses are completely anonymous. 
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Appendix B: Three Minute Presentation to Students 
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Mindfully Coping with Non-Suicidal Self-Injury 
 
Three-minute presentation to students 
 
Good [morning] everyone. Firstly, thank-you very much for your time. I will be very brief. As a 
part of my Clinical Doctorate in Psychology Course, I am currently conducting a research 
study, and writing a Thesis (a research paper) on the data collected from this study. [Your 
lecturer] has kindly allowed me to speak to you today for a couple of minutes, to explain to 
you what I am doing, and to seek your assistance. Basically, I am looking for volunteers who 
would like to fill in a questionnaire for the study. 
This study is about self-harming behaviour in young people. That is – in what ways, and why, 
young people may physically harm themselves – when for example they are under stress. 
This is a very important topic, and studies like this one give psychologists the opportunity to 
learn more about this important issue and provide relevant assistance to those who may 
suffer from this problem. We are also trying to gain an understanding from young adults 
about their normal levels of anxiety; what types of strategies they use to cope with stress; 
and the levels of their mindfulness skills. Mindfulness skills are things like your ability to be 
aware of, observe, describe, and non-judgmentally accept, thoughts, feelings, and bodily 
sensations, that arise during the course of your day.  
This study is focusing specifically on university students - both those who have and those 
who have not previously engaged in self-harm, and is trying to include a range of people, 
with a variety of life experiences. You may be thinking - I don't or haven’t harmed myself, so 
this doesn't include me, however, as mentioned, we are trying to survey people with a range 
of experiences and behaviours, including those who know nothing about self-harm.  
So I am here today to ask you if you could spare us approximately 30 minutes of your time to 
fill in a simple questionnaire about this very important topic, which is very relevant to young 
adults such as yourselves.  
There is also an information sheet in the package and a list of agencies to contact should 
you wish assistance for this or other problems.  
The questionnaire is completely anonymous and we have to trust that those who answer the 
questions provided will do so in a completely honest and accurate manner - the quality of our 
data depend on it. When you have finished answering the questions you can simply pop the 
form back into the reply paid envelope provided and post it back to the university. 
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The results of the study will be available to anyone who is interested. I am happy to provide a 
plain language summary of the results to anyone who would like one. You may also contact 
me at any time on the number enclosed in the questionnaire envelope if you have any 
queries or concerns.  
Thank-you very much for your time. I have some questionnaire envelopes here with me if 
you would like to take one as you leave - or alternatively they can also be obtained from 
outside the Psychology Clinic on level 2 of Building W, at room 2.15.  
You are under no obligation what so ever to participate, but if you do, you will be helping to 
gain a better understanding this important issue.  
 
  
  293 
 
 
Appendix C: Plain Language Statement and Consent Form  
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DEAKIN UNIVERSITY 
PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
 
TO: Participant  
 
 
Plain Language Statement  
Date:     1st March 2010 
Full Project Title:  Mindfully Coping with Non-Suicidal Self-Injury 
Principal Researcher: Dr Helen Mildred 
Student Researcher:  Grant Walker 
 
 
This Plain Language Statement and Consent Form is 3 pages long. Please make sure you have all the 
pages.  
 
Dear Participant,  
 
My name is Grant Walker and I am conducting a research project with Dr Helen Mildred (a Senior Clinical 
Academic Psychologist in the School of Psychology) towards a Doctorate of Psychology (Clinical) degree at 
Deakin University. This means that I will be preparing a Thesis, and I would like to invite you to take part in 
my research study. 
 
1. Your Consent 
This Plain Language Statement contains detailed information about the research project. Its purpose is to 
explain to you as openly and clearly as possible all the procedures involved in this project so that you can 
make a fully informed decision whether you are going to participate.  
Please read this Plain Language Statement carefully. Feel free to ask questions about any information in the 
document.  You may also wish to discuss the project with a relative or friend or your local health worker. Feel 
free to do this. 
2. Purpose and Background 
Existing research indicates that anxiety and at times self-harming behaviour is more prevalent than many 
people envisage, and appears to be increasing rapidly in Western countries. Due to this, I am seeking 
university students to complete the accompanying questionnaire, which examines anxiety, coping strategies, 
mindfulness, and self-harming behaviour. Ideally, several hundred students will participate. You do not need 
to have previously engaged in deliberate self-harming behaviour to complete the questionnaire as we are 
seeking participants who both have, and who have not previously self-harmed. 
 
The purpose of this study is to examine physical self-harming behaviour in young people. That is, the 
reasons for, and ways in which, people may physically harm themselves when, for example, they are under 
stress. We are conducting this research to try to gain more of a general understanding from young adults 
such as yourselves about self-harm, and whether anxiety, the use of particular strategies to cope with stress, 
and mindfulness of day to day experiences, are related to self-harming behaviours. Mindfulness includes 
peoples ability to be aware of, observe, describe, and non-judgmentally accept, thoughts, feelings, and 
bodily sensations, that arise during the course of their day. 
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3. Funding 
This research is totally funded by Deakin University.  
4. Procedures 
Participation in this project will involve young adults such as yourself filling in an anonymous questionnaire 
and returning it to Deakin University in a reply paid envelope.  
 
The types of questions you will be asked include ones such as the following: 
• I generally feel nervous and restless - almost always? often? sometimes? or almost never?  
• Indicate what you usually do when you experience a stressful event. e.g. I go to the movies or 
watch T.V., to think about it less? I usually: don't do this at all? do this a little bit? do this a medium 
amount? or do this a lot?   
• How often do you have a drink containing alcohol?  
• Have you used drugs other than those required for medical reasons? 
• When I am doing something, I'm focused on what I'm doing, nothing else. never? rarely? 
sometimes? often or always? 
• Have you ever intentionally (i.e., on purpose) cut your wrist, arms, or other area(s) of your body 
(without intending to kill yourself)?  
 
We expect that most people will take approximately 30 minutes to complete the questionnaire. You can fill in 
the questionnaire at your own pace, when it is convenient to you.  
 
5. Possible Benefits 
We cannot guarantee or promise that you will receive any direct benefits from this project. However, studies 
like this one give psychologists the opportunity to learn about how much, how often, in what way, and why, 
young people may physically harm themselves. By participating in this study, you will be helping to gain a 
better understanding of this very important issue. By obtaining a better understanding of this problem, 
psychologists can develop more effective methods to help those who are affected by self-harming behaviour.  
 
6. Possible Risks 
Some of the questions will ask you to reflect on any previous experiences of self-harm. If any of the 
questions cause you concern, please do not continue with the remainder of the questionnaire. A list of phone 
numbers of agencies who can assist you is provided below, should you wish to seek help for self-harming 
behaviours, or any other issue affecting you currently.  
 
• Lifeline Free 24 hour Crisis Line 13 11 14 
• Whitehorse Community Health Service 9890 2220 
• Deakin Student Counselling Services 9244 6300 
• St Vincent's Hospital - Mental Health Service, Psychiatric Triage - for all new referrals & after hours 
assistance 1300 558 862. Mental Health Services available 24 hours.  
• Suicide Line (Statewide helpline) 1300 651 251 – 24 hours 
• Salvation Army Crisis Line (24 Hours) 9536 7777 – 1800 627 727 
 
You can also see your GP for a referral to a private psychologist under the new Medicare scheme, or in an 
emergency situation, please call Eastern Health Psychiatric Triage 1300 721 927. 
7. Privacy, Confidentiality and Disclosure of Information 
As this study is completely voluntary you are under no obligation to participate. Your consent to participate 
will be assumed if you complete and return the survey. The questionnaire is completely anonymous, so 
please do not place any identifying information on it.  
 
Storage of the data collected will adhere to the University regulations and be kept in secure storage for six 
years, after which time it will be destroyed. A report of the study may be submitted for publication in a journal 
article or conference presentation, but individual participants will not be identifiable in such a report, as only 
average group anonymous data will be reported. The data in this study will not be used for any other 
purposes. 
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8. Results of Project 
Those interested can be provided with a 1-page broadsheet of the results by leaving a message for Grant on 
9251 7371. A copy of the broadsheet will also be posted on the Doctoral notice board in Building W in early 
July 2010. 
 
9. Participation is Voluntary 
Participation in any research project is voluntary. If you do not wish to take part you are not obliged to. If 
you decide to take part and later change your mind, simply do not return the questionnaire. Once you have 
returned the questionnaire however, we will not be able to withdraw your questionnaire as they are 
anonymous and participants are therefore not identifiable. Your decision whether to take part or not to take 
part, or to take part and then withdraw, will not affect your relationship with Deakin University. 
 
10. Ethical Guidelines 
This project will be carried out according to the National Statement on Ethical Conduct in Human Research 
(2007) produced by the National Health and Medical Research Council of Australia. This statement has been 
developed to protect the interests of people who agree to participate in human research studies. The ethics 
aspects of this research project have been approved by the Human Research Ethics Committee of Deakin 
University. 
11. Complaints 
If you have any complaints about any aspect of the project, the way it is being conducted or any questions 
about your rights as a research participant, then you may contact:   
The Manager, Office of Research Integrity, Deakin University, 221 Burwood Highway, Burwood Victoria 
3125, Telephone: 9251 7129, Facsimile: 9244 6581; research-ethics@deakin.edu.au. Please quote project 
number EC 2009-174. 
12. Further Information, Queries or Any Problems 
A member of the research team will be available to answer any questions you have about the research 
project. For enquiries regarding this research please contact:  
 
Dr Helen Mildred 
C/- Deakin University 
Building W, School of Psychology 
Faculty of Health, Medicine, Nursing and Behavioural Sciences 
221 Burwood Hwy 
Burwood VIC 3125 
9251 7371 
helenmil@deakin.edu.au 
 
Mr Grant Walker 
C/- Deakin University 
Building W, School of Psychology 
Faculty of Health, Medicine, Nursing and Behavioural Sciences 
221 Burwood Hwy 
Burwood VIC 3125 
9251 7371 
gmwa@deakin.edu.au 
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Support Services Telephone Numbers 
 
 
 
 
Lifeline – Crisis Line           13 11 14 
 
 
Whitehorse Community Health Service     9890 2220 
 
 
Deakin Student Counselling Services       9244 6300 
 
 
Eastern Health Psychiatric Triage       1300 721 927 
 
 
You can also contact your GP for a referral to a private psychologist under 
the new Medicare scheme. 
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Appendix D: Mindfully Coping with Non-Suicidal Self-Injury Questionnaire 
 
 
 
Removed due to copyright restrictions 
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Memorandum 
 
To:     Dr Helen Mildred 
    School of Psychology 
    cc: Mr Grant Walker 
 
 
From:    Deakin University Human Research Ethics Committee (DU-HREC) 
Date:    07 December, 2009 
Subject:   2009-174 
    Mindfully Coping with Non-Suicidal Self Injury 
 
    Please quote this project number in all future communications 
 
The application for this project was considered at the DU-HREC meeting held on 07/12/2009. 
 
Approval has been given for Mr Grant Walker, under the supervision of Dr Helen Mildred, School of 
Psychology, to undertake this project from 7/12/2009 to 7/12/2012. 
 
The approval given by the Deakin University Human Research Ethics Committee is given only for the 
project and for the period as stated in the approval. It is your responsibility to contact the Human 
Research Ethics Unit immediately should any of the following occur:  
•  Serious or unexpected adverse effects on the participants 
•  Any proposed changes in the protocol, including extensions of time. 
•  Any events which might affect the continuing ethical acceptability of the project. 
•  The project is discontinued before the expected date of completion. 
•  Modifications are requested by other HREC's. 
 
In addition you will be required to report on the progress of your project at least once every year and at 
the conclusion of the project. Failure to report as required will result in suspension of your approval to 
proceed with the project. 
 
DU-HREC may need to audit this project as part of the requirements for monitoring set out in the 
National Statement on Ethical Conduct in Human Research (2007). 
 
Human Research Ethics Unit 
research-ethics@deakin.edu.au 
Telephone: 03 9251 7123 
  301 
 
 
Study Two - Mindfully Coping with Anxiety  
Appendix F: Participant Feedback 
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Written feedback on the helpfulness of the workbook was as follows:  
No. Feedback on the Helpfulness of the Workbook 
2 They made me see my anxious feelings as more 'normal' and helped me find ways of facing 
and experiencing the anxiety rather than hiding or distracting myself from it. 
3 I found the theories in the book and exercises opened my mind and gave practical ways of 
dealing with anxiety. 
5 I found most exercises to be helpful. They brought to mind similar concepts I have learnt 
about in Buddhist meditation e.g. mindfulness, being in the present etc. In particular I found 
useful mind watching, unhooking your judgemental mind, the idea that my thoughts are not 
me & "this too shall pass", & my life compass. I do struggle with some concepts / exercises - 
though I believe in them e.g. stop struggling with my WAFs & forgiveness exercise. 
6 I have used the CD over and over. It has been useful in focusing/centering me or slowing me 
down. Some of the activities were particularly useful in reminding me that my anxiety is 
normal and have helped in redefining my values.  
7 by giving practical advice on what to do in a situation where anxiety takes over 
9 The exercises that I were able to do were really helpful and the readings really interesting. 
The forms helped me complete some exercises and I didn't really use the CD as I don't enjoy 
listening to it. I found the book quite repetitive, but understand the purpose of this. 
10 Teaching me not to fear my anxious thoughts and to also relax better to[o] by being mindful. 
11 Very help[ful]. Enabled me to stop seeing my psychologist and I felt that I now understand 
my feelings better than ever before. And to accept them is fabulous. 
13 They are superb help if I get to do them but being at Uni with children adds extra strain on 
having me time. Attending the sessions, weight watchers & exercise & a little down time are 
all I could fit in so I didn't get to do them as much as would like / need. Thos[e] that I could 
take "off the matt" I did quite frequently, like floating leaf exercise, notice thoughts, & letting 
go of judgement - all very helpful. 
15 Didn't use CD (yet). Reading were very wordy. Exercises were great. Forms were great. 
16 My ability and approach to anxiety management totally changed this semester. This was very 
noticeable as I have been highly anxious for a short period. I found the speed of the program 
a little confronting and will have to continue at my own pace. 
17 The book is very compatible with my spiritual belief [by?] items. It has helped me to clarify 
what is important in my life and move in the right direction. The program has helped me to 
be more accepting of difficult emotions. The CD is an excellent tool to help people learn new 
skills.  
19 It was really worthwhile to learn different strategies for coping with my anxiety. It was 
difficult to practice the concept of stepping back and allowing my thoughts to play out 
without acting upon them. All of the exercises were helpful, however finding time to read 
through some of the chapters was hard. The book was very easy to follow, well structured, 
and I really appreciated some of the metaphors and analogies to explain the concepts. 
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No. Feedback on the Helpfulness of the Workbook 
21 Gave me options to try something new when anxious feelings arose. Gave me confidence to 
face situations I felt anxious about because I was able to see my thoughts and feelings for 
what they were and then to think of my values and what I could do that would be in keeping 
with my values. Allowed me to stop fighting my anxieties and go forward even while feeling 
anxious. 
22 Different way of thinking 
23 The workbook approached anxiety from different angles, was comprehensive and easy to 
read. It showed practical examples of how to approach WAF [worry, anxiety, and fear]. 
24 Another way about thinking about stress, mindfulness & meditation. 
25 Some of the exercises were elaborate or made me feel a bit self conscious, I found the 
simpler ones (mind watching and leaves on a stream and the concept of thought radio) most 
helpful. 
26 I liked the set out of the book & the way it wasn't as patronizing as these sorts of books can 
be, and as a psych student I'm interested in many areas of psych. The book explained things 
well and the CD was a useful addition. 
27 The anxiety creeps up on you and before you know it you are a changed mess. The CD and 
book gave me tools to stop, and when I finally realised what a state I was in I would listen to 
the CD and come out the other side. 
29 It was helpful because it was a different perspective & approach to managing anxiety. Also, 
because it taught me acceptance & that thoughts & feelings are just that, you don't need to act 
upon them. In addition, goals and values in life help us to refocus & think of the bigger 
picture. 
30 The CD sessions were really good to listen to. I also really liked the printout sheets to help 
complete exercises. 
33 Easy to put the CD on my Ipod and therefore take with me everyday, everywhere I go. So 
easy to use lots; throughout the day. The readings are insightful. Good idea to have forms of 
exercises on the CD to printout. 
34 Very helpful for ways of different approaches to the health of the mind and kinds of steps to 
use to be mindful. 
35 The readings were helpful as it brought me back to the sessions and what ideas were being 
put towards the class. The CD was great, I loaded it onto my ipod to listen, it made me aware 
of the present and how I was feeling. 
37 I didn't really feel that the exercises made much [of] a difference. However I was already 
taking part in basic meditation prior to the study. 
39 Yes. The workbook was written in a style and tone that really worked for me - helpful, 
explained things & made it all feel achievable. I found a couple of the exercises & statements 
in the book particularly useful (wise mind, kindness etc.) and tended to return to these & 
perhaps wasn't so good with trying everything - but still feel that it very much 'worked' in this 
way. 
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41 This book / the information provided was a very different approach to what I originally 
believed (that we should avoid our anxieties and fears). Learning to accept and deal with will 
definitely help in the long term. I also feel I have become aware of and put more effort into 
the things that I value and are important to me. 
42 I have a very good imagination and always visualize ways to cope with my problems so I 
thought the visualisation exercises (e.g. such as letting go of worries on a leaf) were very 
helpful. 
43 Provided me with new ways of dealing with my anxieties and helped me become more aware 
of the physical signs of my WAFs. 
44 The helpful things include learning of paying attention to my own feelings and thoughts as 
sometimes I was unconsciously driven by the emotion. Also the workbook reminded me to 
"move on" and the importance of keeping going to my goal as being up set doesn't help 
anything. The workbook focused a lot on panic attack and serious daily life disruption while I 
don't have such problems, so I feel like it doesn't suit me. [sic] and workbook contents kept 
repeating for few thing, a bit boring. 
46 With every single session of Mindfully Coping with Anxiety I was able to truthfully realise 
of some secrets and statements regarding my own anxiety, with a huge possibility of 
improving my life and to accept who I truly am without being that hard on my 
miscalculations. 
47 Learnt to be more aware of emotions 
48 The workbook was helpful but I didn't find the CD very enjoyable to listen to. Probably 
because I am a visual learner and I like to look at things rather than listen to them. 
49 The readings were good, but I found the exercises made it seem too much like homework that 
I didn't have time for. I think they had the potential to be helpful though. 
50 I found it a great resource to help me to approach my stress and worries in a different way. I 
wasn't able to complete all the readings & exercises but I will in time, & I feel that over time 
as I work with the book I will be able to change my approach & limit the anxiety I constantly 
feel, by working with it instead of against it. 
52 I found it all quite helpful but sometimes when utilising the disk I found that I had to return 
to the book for a better guide of what I was expected to do. 
53 Gave me alternative ways to think about how stress / anxiety affects me, and methods to calm 
down / relax more. Some concepts were hard to wrap my head around, but okay after trying 
out. 
56 It was helpful to read a text that is written in a highly accessible way, and discusses fairly 
complex concepts in simple language. The exercises were (are) practical and, with practice, 
easy to incorporate into my life. 
61 It wasn't the usual trying to supress [sic] thoughts, feelings etc. It was a completely different 
approach. 
64 Very slow to get to the point, focus on levels of anxiety, Good = easy to read, plain language, 
good not to judge thoughts as bad. Simple but very effective. 
67 Easy to read and gave good examples. Some of this stuff was a little bit corny. 
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69 The material was easy to understand and follow. 
71 Just reinforced skills previously learned. 
73 It helped you to develop skills that are not taught at home or at Uni to help you deal with 
unavoidable emotions. Not to mention it helped you realize you can never get rid of these 
emotions - that was an idea I had never thought of. 
75 I don't have specific or excessive anxiety, but I do like to learn then help others when 
appropriate. A lot of the concepts I have been practicing for years so it was difficult to do a 
lot of the exercises because I don't have problems to relate the exercises to. 
77 The techniques and strategies have a calming effect on me. They helped me understand 
anxiety. They gave me confidence to trust in the system and persevere. Discovering that they 
worked in the way they said they would gave me a confidence in the techniques and the 
confidence I can use them to manage anxiety. 
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Written feedback on the helpfulness of the training sessions was as follows:  
No. Feedback on the Helpfulness of the Training Sessions 
2 They helped draw attention to the important sections (most of the book was equally 
important). It also was good to go through the exercises. 
3 I enjoyed the explanations & discussions. Sometimes the reading alone was tiring. 
5 They were helpful in unpacking the concepts and reinforcing learning. Also provided a forum 
to ask questions and seek clarification and sometimes hear others talk about own experiences 
/ ideas. I would have loved for these sessions to be run more as a support group, on a weekly 
basis, which would facilitate a more in-depth discussion of the concepts, completing 
exercises together & sharing of experiences or strategies. 
6 They got better as they went along as people began to feel like they could share their 
progress. At times I felt as though I would like to go away and read it myself - that it might 
be more valuable, however getting clarification about some points or activities was helpful.  
7 They were helpful because I like to listen to people go over the material as I concentrate 
better. If I was left to read it on my own, I would struggle to concentrate on the book. 
9 It was nice having a session to just focus on the workbook as making time for the workbook 
and exercises outside the sessions was something I found quite challenging. The sessions 
were helpful as they went over the most crucial info in the book. 
10 Ability to discuss strategies and consolidate the information in the book. 
11 While the book was helpful - I had to go over the content again - not sure if I would say 
helpful as more 'friendly". 
13 Helpful because gave me opportunity to practice, remember & reapply. Keep me focused. 
15 Helpful for running through the exercises so I know how to do them. Not as they weren't as 
engaging for my learning as much as they could have been. Listening is only one way to 
learn. Get others to read sections / exercises, involving us more in our own learning helps. 
16 These were helpful in that they allowed the whole book to be covered, regardless of home 
readings. They were somewhat dry and it was therefore difficult to concentrate. 
17 The training sessions are useful for asking questions and discussing any issues that have 
surfaced while working with the program. It would have been good to have more time for 
group discussions, especially during the last two sessions.  
19 The sessions were really well structured and organised. I appreciated how make up sessions 
were offered if I had missed a session. 
21 They gave explanation of ideas put forward in the book and suggestions for handling 
difficulties. Listening to other people's thoughts and experiences with trying the (suggestions) 
activities was helpful it reinforced my attempts to change my reactions to situations. 
22 Good to go over it with a professional 
23 Sometimes the participant-lead discussion was off topic, however on the whole they were 
excellent. Reading the book together helped me keep up with the exercises, and focus on 
living mindfully. 
24 Good to practice exercises under direction. Helpful explanations. 
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25 The time for group discussion was most helpful, being in a forum to discuss anxiety in 
applicable but not personal way. 
26 I often found myself getting stressed as I was worried about making it to the next class; 
however they were a good summary of the material so that was good. 
27 Helpful because I'm not a great self-starter with things like this and I probably would not 
have read the book on my own.  
29 It was helpful because sometimes concepts are best remembered when someone explains it 
rather than having the task to read it from the book. I like set programs. Also, it was also 
helpful to hear from other participants - made me feel like I'm not the only one. 
30 They helped to stay focused and committed to the workbook. 
33 Uplifting and insightful. Nice to chat also with members of the training group, like group 
counselling. 
34 Chance to talk about concepts and listen to other people's experiences 
35 It taught me that feeling anxious is normal and healthy. It made me aware of what I have 
missed out from in the past. The sessions taught me how to enjoy the present moment and to 
be more aware of my emotions and how it affects my actions and moods. 
37 They were helpful but inconvenient as I had to reschedule my already hectic days to fit them 
in. Sometimes stressing if I had to miss a session. They were also very time consuming.  
39 They were helpful - the biggest thing perhaps was that it was a commitment to stick to - a 
regular reminder not to leave the book on the shelf. At times I felt the sessions were a bit too 
long - going through every detail perhaps wasn't necessary. 
41 It is one thing to read, but when these concepts and strategies are enforced by someone else, 
it is quite beneficial. It helps to enforce what the book is attempting to do - coaching us 
through anxiety. 
42 Yes - it was good to be guided through the book 
43 Very good summaries of the sections and helped to focus in on the most important / valuable 
information. 
44 Detailed face-to-face explanation was so much easier to understand and that's easy to find 
which section was the focus. Sometime the training was a bit too rush[ed]. 
46 It was a great time for me to forget about my worries and routines, moving myself to 
something new and wiser. But probably the best part was that, or should I say, the 
opportunity of discovering a new vision of fears. 
47 Hard to say, just really enjoyed the sessions. 
48 The sessions that I attended were helpful. I think they could be more practical such as 
practicing the key tasks in the training session and just skimming over the chapters as they 
aren't all relevant and are sometimes a little repetitive. 
49 Often I didn't have a chance to do the readings, so this ensured I knew what was in the book, 
and even encouraged me to do exercises before I'd had a chance to do the reading. 
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50 They were very informative and gave a different insight into dealing with anxiety, stress and 
worry. They were helpful in looking at situations in a different way and managing situations, 
emotions, differently as well. They were a great summary of the book, and very helpful for 
me as I wasn't able to complete the book within the time period as I still got the overview. 
Also having someone to explain and expand on the book was great.  
52 They were helpful. I just found them difficult to attend. 
53 Good to go over some of the concepts and try them out in a group. 
56 The training sessions were helpful in the sense that it was beneficial to go over some of the 
material covered in the text, participate in discussions and practice some of the shorter 
exercises. It was also great to participate in discussions in an open, relaxed and secure 
environment. 
61 They reinforced the workbook's content. 
64 Only able to attend one due to distance. Felt that it was aimed more at people who let anxiety 
stop them from doing things, which I don't experience. 
67 6 sessions seemed the perfect amount of time to cover the material. The way the sessions 
were delivered was good too. 
69 They were helpful, although I would have preferred if the sessions were a bit more 
interactive. 
71 Teacher was good 
73 It helped to explain the concepts more and provided everyday examples. Discussions within 
the sessions from participants showed how it was applied & made the sessions more 
interesting. 
75 Because I am so busy they gave me time out from everything else I do to go over what I 
would be covering at home. When I got interrupted at home it was easier to get back on track. 
77 Grant explained the concepts well. He gave a passionate confident explanation. He gave us 
drawings on the whiteboard that helped clear up some uncertainties. He answered a series of 
personal questions / uncertainties I had. 
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Written feedback as to why participants would recommend the workbook to a friend was as 
follows:  
No. Feedback as to Why Participants would Recommend the Workbook to a Friend 
2 It is an alternative way to help cope with anxiety that really works and has helped me to 
move forward with things that are important to me. 
3 It was extremely helpful in showing practical techniques of coping with WAFs. 
5 Because I believe in its content; the strategies. It is based on Eastern philosophies, which I 
have found very grounding and important for my own personal growth. So I believe this book 
can be of help to others.  
6 Definitely. I have already handed it on to a family member. I hear her talk about her anxiety 
and realise that it has overwhelmed her so much that she has lost her way. I believe the value 
/ compass activities will be great when she gets to it. The book is practical, interspersed with 
useful activities. It is a journey.  
7 I have recommended it to others as it is a new approach to dealing with anxiety and I believe 
it would be helpful to those willing to read it and apply the teachings to their lives. 
9 Because perhaps this would work for them. Without the training sessions others might 
struggle to use the book affectively [sic]. 
10 The ideas were so different but so useful, and with the CD a great resource. Also easy to 
understand with good examples. 
11 I would only recommend this to people who have issues with anxiety and will take it 
seriously. 
13 I think the workbook explains and aides a lot of stress (WAFs) we have in our modern world. 
i.e. one which is so full of EVERYTHING, that we often loose touch with what's really 
important to us. It can bring us back to this & therefore lighten the load by clearing off those 
things not important to us. Relaxation exercises I will take on for all my life.  
15 Because of its thoroughness & the activities (the barriers worksheet  =  the best so far for me. 
16 I believe in the mindfulness approach and the book delivers easy to read and comprehensive 
case studies. 
17 Everyone benefits from being able to deal with difficult emotions appropriately. Spiritual and 
personal growth requires turning within and shining light on the dark places. Restoring 
energy flow to areas where it is blocked brings up trauma or disturbances in the energy field 
(meridians, koshas, nadis) eventually lead to physical and/or mental health problems. 
Unhelpful coping strategies like alcohol or overeating need to be replaced. 
19 This workbook is very easy to use and understand. There were many exercises that I found 
very useful. I tried to do the exercises twice a day and the more I did them, the easier they 
became. 
21 It has easy to follow clear instructions, the tasks are pleasant, the CD is helpful to re-play and 
practice. I have found it to be helpful. It is a new way for me to think about how I'm living 
my life and maybe a friend would benefit too.  
22 It would depend on their situation 
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No. Feedback as to Why Participants would Recommend the Workbook to a Friend 
23 Because it has so many approaches and is non-threatening and easy to navigate. A friend of 
mine suffers from anxiety and I did recommend the book to her. 
24 Helpful to learn new ways of dealing with anxiety. 
25 It was specific and targeted - I identified with a lot of what it said. Sometimes it was a bit 
repetitive, but I skimmed through that.  
26 It's easy to read & the exercises are easy to remember at times you need them. 
27 Already have. While not completely anxious free I am happier and able to 'cope' better. 
29 Because it opens up your mind & shows you an alternative (better / positive) way of thinking 
about yourself and your life. 
30 I think it's a valuable resource. 
33 Relaxing exercises, insightful, very evolved workbook. Workbook and CD are far ahead of 
the rest. Ahead of its time. A light in the dark. 
34 I like the simple approach & how it is communicated 
35 Easy to understand, repitition [sic] works well throughout the book. Great metaphors to 
strengthen the ideas. 
37 Only some friends as it wouldn't benefit all type of people 
39 I've read another ACT book - The Happiness Trap. I found this workbook (used in trial) 
better than The Happiness Trap. It is more practical and I think some how I felt I was more 
likely to succeed using the workbook (lots of exercises almost pick and choose which ones 
were good for me). (Already have recommended to one or two people). 
41 I have attempted a number of things in the past (talking to people, self talk, breathing) but 
being informed to accept anxiety and coached how to do this has been the most beneficial so 
far. 
42 Because it is full of exercises and coping strategies that are easy to follow and understand. 
43 I think the concepts and ideas are very innovative, and I have quite a few friends that would 
benefit from these. 
44 Even though I don't have panic attack, it helped my distraction and upset feeling. So if a 
friend of mine has got stuck by emotional problem, I'd like to try to help him/her just like I 
got helped by the workbook. 
46 Because this is a great chance for my friend to improve. And besides… How many 
opportunities you actually have for discovering that your current fear is a part of you, with 
arguments convincing enough to make you understand. 
47 Excellent reading 
48 Because it is very simple to read and understand and has real life application. 
49 Easy to read, exercises are good, I like the overall approach. 
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50 Because I know a lot of people who have difficulties managing stress, worry and anxiety and 
I feel or hope that they too will gain a lot from the book to help improve their quality of life 
by being able to manage or let go of their stress and anxiety. 
52 Because it opens new ideas of how best to deal with anxiety. 
53 Excellent way to deal with stress / anxiety - as a "normal" part of life, we should learn to live 
with it, rather than fight it. 
56 Even if an individual does not specifically have a diagnosed panic / anxiety disorder, the 
book contains straightforward and practical advice to help deal with anxiety, when it arises 
(as it inevitably does over the course of a lifetime). It also promotes a more engaged and 
mindful way of interacting with people in everyday life (i.e. with kindness and compassion), 
which seems to be beneficial, regardless of emotional / physical issues. 
61 It's a different approach to anxiety and the best I've seen. 
64 Not sure, perhaps someone unable to leave the house or go out due to anxiety. 
67 It's not that I don't think it is useful but I have read a couple of other spirituality books & 
Buddhism books that I would recommend to people before this one. 
69 The material was easy to understand and follow. 
73 It is a different way to approach your anxiety and learn to like yourself at the same time. 
75 It is clear with a good balance of theory and practice. You can take extra time where you 
need to and go over exercises many times if you find them useful. 
77 If someone seemed to be having trouble dealing with life or stressed and in need of help. One 
of the first things I would think of would be to offer this book / CD or a copy of the 
summary. I believe it can have a positive effect and possibly help the person concerned. It 
couldn't hurt. 
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Written feedback as to why participants thought the workbook was a valuable resource to 
have to refer back to as required was as follows:  
No. Feedback as to Why Participants Thought the Workbook was a Valuable Resource 
2 Because anxiety can occur at various points in life and it's great to have a book that is 
actually very helpful. The exercises are great as everyday tools to cope when anxiety can 
occur. 
3 I don't currently feel any anxiety in my life, but sometimes it 'strikes' for months. The 
workbook will stay with me as [a] safety net to help me deal with my WAFs, should they 
ever be an issue again. 
5 Absolutely. Without a doubt. It is a reference I will keep coming back to. It presents some 
deep concepts & I will need continuous re-exposure / reinforcement to keep learning. Also 
there are so many exercises & activities and I feel that I haven't had adequate time to really 
absorb them, so I will be revisiting these.  
6 I will continue to listen to the activities which I have on my ipod. I believe that I will 
definitely revisit it (the book) when my WAFs become overwhelming. 
7 I will be keeping the workbook and re-reading sections as needed. 
9 It is a good reminder for me mostly about what my values are and to focus on them. Practice 
makes perfect, so I will refer back to the exercises I found useful to become better at them. 
10 Yes, as these skills require practice especially in times of stress (when needed most). 
11 I can re-adjust and remind myself of what to do and how to manage again - if the anxiety 
flairs up again. 
13 As in last answer. I will use CD again & go back and do exercises where I've missed them or 
re-do some as life changes.  
15 Because of pictures, graphs, tables, visualizations, summaries of chapters, easy to read, easy 
to understand. 
16 For some people yes, but I think once you have incorporated these philosophies into your life 
you won't need the book any longer. 
17 It contains a large amount of information and many useful exercises. Re-reading parts of the 
book will help to deepen the understanding and strengthen the skills that have been learned. 
19 It's always good to have something there - in case I forget how to do some of the exercises. 
21 To remind me that there are things I can do to improve how I'm feeling. It is a support for 
when I forget and perhaps slip back to my old ways although mind watching, gentle 
acceptance and compassion for myself and others and dropping the rope - not engaging with 
WAFs are part of my everyday life now.  
22 If I get confused or forget things I can check. 
23 Because it helps give new perspectives to "old" W.A.F that I ruminate about. 
24 Diagrams useful in explaining the links between thought & action. 
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25 It will be a useful "toolkit" for practical exercises to apply.  
26 While I should be able to recall a lot of it, it was useful on many occasions. 
27 Absolutely as some of the exercises are lost and need to be revisited. 
29 Because everyone needs reminders until they've become acustomed [sic] to something & 
memorised it like the back of your hand. Good to practice with the workbook until you are 
able to do it all automatically. 
30 It has helped me quite a lot so far & I'm looking forward to reading it again in the hope of 
obtaining more life skills. 
33 Beautiful inspirational quotes. Strong concepts. Helps change cognitive distortions. Life 
changing. Healthy concepts. 
34 Interesting concepts and easy layout. 
35 I think the book would be too difficult to read back through, as a lot of the content is stuck in 
my head. I feel the CD is something to come back to more often than the book. 
37 Some aspects will be valuable as a reminder. E.g. The headstone. 
39 Yes, it explains concepts clearly & focuses on some simple statements that I find useful to 
remember when faced with stress / anxiety. I'm happy it's on my shelf! 
41 Even if we have learnt how to cope with our anxieties more efficiently, it is easy to forget or 
ignore this, having the book to refer back to and read whenever we need is very helpful and 
reinforcing. 
42 Because it is easy to pick up and follow 
43 Hard to remember ALL of the helpful exercises. So good to refer back. Also valuable to have 
the highlighted sections at hand. 
44 Because it really helped me to change the way I think and react to my emotion. The way they 
describe anxiety problem was novel, it's worth spending time to read it. 
46 The tone of the true stories regarding anxiety were actually really profound, and the histories 
indeed come from people who actually suffer anxiety disorders. We do not know how these 
statements can be useful for us. 
48 Because you forget all the activities etc which may come in useful in the future. 
49 I didn't do many exercises, so I intend to go back to them in future. 
50 Because in time things are forgotten, or not remembered as well, so it would be good to refer 
back to the source, to be able to continue improving & to get the most benefit possible. As 
when you read something for the 2nd and 3rd etc. time you always get something different 
out of it, there is always a new / different focus or something that stands out that you can 
work on.  
52 Through the use of the worksheets, I will be able to keep practising the exercises and develop 
my own self awareness. 
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53 As a reminder / refresher of things we have covered / methods to overcome stress / fear etc, 
by accepting it, not fighting it. 
56 It is helpful to be able to re-read certain chapters (particularly chapter 4), particularly when 
old habits of thought seem especially hard to change. The inclusive and friendly language of 
the text also makes it more accessible, and can serve as a gentle reminder of how to align 
personal values to actions. 
61 Because every time you read it you pick up something you missed last time. 
67 Because to take all the concepts in properly you would probably have to refer to the book 
more than once. 
73 Over time you'll forget the information backing core ideas so it's a good thing to have when 
you do forget, or want to be reminded why something works etc. 
75 As we grow / develop / change our needs and situations also change. Sometimes it's great to 
read over notes to see how far you have come. Sometimes information that wasn't useful the 
first time is very helpful later on. What we find helpful and relative changes as we change. 
77 I intend to revisit the book soon and find a way of integrating my favourite techniques into 
my daily / regular routine as a self-management of stress plan. As a person who stresses a lot 
this is a great tool. I really appreciate getting this book. Thanks. 
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Deakin University Psychology Research Study 
 
Volunteers Wanted 
 
Mindfully Coping with Anxiety 
 
A new self-help workbook designed for people suffering with 
anxiety problems has recently been published.  
This workbook is designed to be a guide to assist people to 
reduce anxiety, phobias, and worry, using a technique called 
Acceptance and Commitment Therapy. 
 
A study is being conducted to find out if this workbook  
is effective in helping people to build skills:  
to alleviate anxiety; and  
to live in a way more closely aligned with their values. 
 
If you are a Deakin student, who is affected by anxiety-related 
problems, you may be interested to learn more about how this 
workbook may be able to assist you. 
 
You do not need to have been diagnosed with a specific anxiety 
disorder to take part in this study. Simply being affected by 
anxiety from time to time is sufficient for participation. 
 
Participants will receive a free copy of the workbook and 
accompanying audio CD, and are required to attend some 
training sessions related to the workbook, and complete some 
questionnaires. Information collected from the study will remain 
strictly confidential. There is no cost to participate. 
 
If you think that you might like to participate in this study  
please email Grant Walker at: 
 
mindfulness_study@deakin.edu.au 
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Deakin University Psychology Research Study 
 
 
Mindfully Coping with Anxiety 
 
'Mindfulness' is "focusing one’s attention in a non-judgmental or accepting way 
on the experience occurring in the present moment" (Baer et al., 2004, p191). 
 
Preliminary research suggests that mindfulness can be effectively used to help 
alleviate stress, anxiety, and panic symptoms, and improve quality of life. 
 
A new self-help workbook designed for people suffering with anxiety problems 
has recently been published. This workbook is designed to be a guide to assist 
in reducing anxiety, phobias, and worry, using techniques derived from 
Acceptance and Commitment Therapy. 
 
The purpose of this research project is to find out if this workbook is effective 
in helping people to build skills: firstly, to reduce anxiety; and secondly, to live 
a life more in alignment with their values, doing what matters most to them.  
 
Please note that you do not need to have been diagnosed with a specific 
anxiety disorder to take part in this study. Simply being affected by anxiety 
from time to time is sufficient for participation. 
 
This study will require participants to read, complete, and practice exercises 
from the self-help workbook over a 12 week period. Participants will receive a 
free copy of the workbook and accompanying audio CD. To help participants 
along, the research team will conduct six (fortnightly) facilitation sessions 
during lunch times at Deakin University's Burwood campus. These sessions 
will be to review and discuss content from the workbook, ask questions, and 
practice specific workbook exercises.  
 
Over the duration of the study, participants will also be asked to complete 
some questionnaires, so we are able to accurately determine if the workbook 
is effective in achieving it's goals.  
 
So if you are an adult, who is presently affected by an anxiety-related problem, 
then you may be interested in participating in this study. Participation is 
completely voluntary, and you may withdraw at any time, without obligation. 
Information collected from the study will remain strictly confidential. There is no 
cost to participate.  
 
If you would like to participate in this study - please email Grant Walker at: 
 
mindfulness_study@deakin.edu.au 
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DEAKIN UNIVERSITY 
PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
 
TO: Participant 
 
Plain Language Statement  
Date:      1st April 2010 
Full Project Title:   Mindfully Coping with Anxiety 
Principal Researcher:  Dr Helen Mildred 
Student Researcher:   Mr Grant Walker 
Associate Researcher(s): Dr Renee Gedge 
 
 
 
Dear Participant, 
 
My name is Grant Walker and I am conducting a research project with Dr Helen Mildred (a Senior 
Clinical Academic Psychologist in the School of Psychology) towards a Doctorate of Psychology 
(Clinical) degree at Deakin University. This means that I will be preparing a Thesis. 
1.  Your Consent 
You are invited to take part in this research project. This Plain Language Statement contains detailed 
information about the research project. Its purpose is to explain to you as openly and clearly as 
possible all the procedures involved in this project so that you can make a fully informed decision 
about whether you are going to participate.  
Please read this Plain Language Statement carefully. Feel free to ask questions about any information 
in the document.  You may also wish to discuss the project with a relative or friend or your health care 
worker. Feel free to do this. 
Once you understand what the project is about and if you agree to take part in it, you will be asked to 
sign the Consent Form. By signing the Consent Form, you indicate that you understand the 
information and that you give your consent to participate in the research project. You will be given a 
copy of the Plain Language Statement and Consent Form to keep as a record, and can withdraw from 
the project at any time should you wish to.  
2. Purpose and Background 
'Mindfulness' is "focusing one’s attention in a non-judgmental or accepting way on the experience 
occurring in the present moment" (Baer et al., 2004, p191). Mindfulness skills include peoples ability to 
be aware of, observe, describe, and non-judgmentally accept; thoughts, feelings, and bodily 
sensations, that arise during the course of their day. 
Preliminary research suggests that mindfulness can be effectively used to help alleviate stress, 
anxiety, and panic symptomatology, and improve quality of life. Higher levels of mindfulness (acting 
with awareness) have been uniquely associated with less perceived stress.  
With that in mind, developing mindfulness skills for those experiencing stress, may help to both reduce 
this stress, and lessen the use of unhelpful coping strategies. To this end, a new self-help workbook 
designed for people experiencing anxiety-related problems has recently been published. This 
workbook teaches mindfulness and acceptance skills (and other life skills), and is designed as a guide 
to reduce anxiety, phobias, and worry using techniques from Acceptance and Commitment Therapy.  
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The purpose of this research project is to find out whether this workbook is effective in helping people 
to build skills: firstly to reduce anxiety; and secondly, to live more according to what matters most to 
them (their values). I am seeking approximately 60 university students to volunteer to participate in 
this study.  
Please note that you do not need to have been diagnosed with a specific anxiety disorder to take part 
in this study. Simply being affected by anxiety from time to time is sufficient for participation.  
3. Funding 
This research is totally funded by Deakin University.  
4. Procedures 
If you would like to participate in this study, please read this Plain Language Statement and Consent 
Form. If you are interested in participating, you will be invited to a group introductory meeting. At this 
meeting I will once again give an overview of the project and you will complete an initial standardised 
questionnaire that will ask about your current mindfulness and coping skills, and your anxiety 
(including any current treatments you are receiving). The questionnaire is expected to take 
approximately 25 minutes to complete. 
As a part of the recruitment process, participants will be randomly allocated to one of two groups. The 
first group will start working through their workbook shortly after the introductory meeting. The second 
group will undertake a 'wait period' of 12 weeks, before starting to use their workbook. One reason for 
this is so that we can run a number of programs across the year rather than having them all at the 
same time. Data from the 'wait period' group is very important for the project, as it allows us to 
measure participants’ normal levels of skills and anxiety whilst they are not using the workbook. This 
baseline measure is essential as it enables us to evaluate whether using the workbook is more helpful 
than not doing anything. We hope those allocated to the 'wait period' understand and are willing to 
wait a little while before getting started. After the introductory meeting my supervisor will randomly 
allocate people to either start the training within the next couple of weeks, or to undertake the wait 
period. I will email people within 24 hours of the meeting to tell them which group they are in and 
therefore when they start the training.  
When your training ('workbook stage') commences, you will learn skills that are designed to help 
alleviate anxiety and improve quality of life. You will be given a free copy of the self-help workbook, 
with it's accompanying audio CD, so that you can read it, and practice exercises from it over the 12 
week period. Your time commitment is expected to be approximately 2-3 hours per week in reading 
time, as well as attendance at six group training sessions. The second half of the workbook also 
progressively introduces exercises to be practiced (not necessarily every day), which are estimated to 
average out at about 15 minutes per time.  
To help you along, the research team (Grant) will conduct six group training / workbook facilitation 
sessions (held fortnightly) lasting approximately 90 minutes, during lunch times at the Deakin 
University Burwood campus. To assist attendance, three times will be provided on three different 
days, so you can chose to attend on the day that suits you. Attending these group training / workbook 
facilitation sessions will allow you to: review and discuss content from the workbook; ask questions; 
and practice specific workbook exercises. These are training sessions designed to merely facilitate the 
use of the workbook, and are not therapy provided by the associate researcher (Grant). At the 
beginning and end of the workbook stage, you will also complete the same questionnaire that you did 
when joining the project, so we can measure the potential effectiveness of the workbook.  
Twelve weeks after the workbook stage has finished, you will be mailed the same questionnaire to 
complete and return in a reply paid envelope, so we can determine if any effects of the workbook 
stage have been maintained. We expect they will, especially if you periodically practice your new 
found skills from the workbook. One of the benefits of having a workbook and CD, is that they are 
always there to refer back to as required.  
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Importantly, if you require additional assistance for your emotional well-being at any time during the 
project, you can contact the Deakin Counselling Service on 9244 6300. This service is located in the 
Student Life Dept., Level 2 Building B of the Burwood Campus.  
5. Possible Benefits 
It is likely that the workbook will be effective in helping alleviate anxiety as some of the exercises have 
been shown to reduce stress. We cannot guarantee however that you will benefit from participating in 
this study.  
6. Possible Risks 
We are not aware of any risks of participating in this study, though it is possible that as you think about 
and answer some of the questions on the questionnaires, you may feel some minor discomfort as you 
consider how anxiety has been affecting your life. The authors of the workbook also suggest that a 
range of emotions, including mild discomfort, may occur as you work through the workbook, as it trains 
one to acknowledge and manage discomfort in different ways. People who have previously learned 
these new coping skills have reported a range of experiences whilst doing so, some familiar and 
unpleasant, some neutral, and some pleasant. Again, everyone is unique. Please remember that you 
are free to end your participation in the study at any time. You are also able to consult the following 
mental health referral services at any time.   
 Deakin Student Counselling Services 9244 6300. 
 Lifeline Free 24 hour Crisis Line 13 11 14. 
 Whitehorse Community Health Service 9890 2220. 
 St. Vincent's Hospital - Mental Health Service, Psychiatric Triage - for all new referrals & after 
hours assistance 1300 558 862. Mental Health Services available 24 hours. 
 Suicide Line (Statewide helpline) 1300 651 251 – 24 hours. 
 Salvation Army Crisis Line (24 Hours) 9536 7777 – 1800 627 727. 
You can also see your G.P. for a referral to a private psychologist under the new Medicare scheme, or 
in an emergency situation, please call Eastern Health Psychiatric Triage on 1300 721 927. 
7. Alternatives to Participation  
Alternatives to learning the self-help skills in this workbook are also available for people affected by 
anxiety-related problems. For example, Cognitive Behavioural Therapy (CBT) is a popular and 
effective approach to treating anxiety. If you are interested in utilising a different approach to the one 
used in this study, to help alleviate your anxiety problem, please contact the Deakin Counselling 
Service. They will be able to advise you on the different options available.  
8. Privacy, Confidentiality and Disclosure of Information 
The only information which can identify you is on the consent form. These signed consent forms will 
be kept in a separate locked filing cabinet from the questionnaires, which will only contain a participant 
number i.e. no identifying information. All your information will remain strictly confidential. Information 
will only be disclosed with your permission, subject to legal requirements. Only the researchers will 
have access to the information and data collected, and it will be securely stored in a locked filing 
cabinet in Deakin University Building W.  
To assist with the administration of the study (e.g. sending out questionnaires after the workbook 
period has finished), your email address will be collected on the Consent Form when you join the 
study. Your personal details and email address will not be disclosed to any other participant, nor can 
we provide details of any other participant to you. As stated, you will also be allocated a participant 
number, which will appear on your questionnaires. At the completion of the data collection stage 
(approximately 9 months from now) these numbers will be removed from any paperwork. This way, the 
data collected in the study will become de-identified to any particular participant.  
Additionally, the group training / workbook facilitation sessions are for discussion and practice of the 
workbook exercises. The disclosure of personal information is not required, and will not be sought 
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during the group training / workbook facilitation sessions. You are also asked to respect the privacy 
and confidentiality of other participants, by not discussing or disclosing personal information that may 
inadvertently arise during discussion. It is also possible that whilst attending a group training / 
workbook facilitation session, you may recognise one of your peers, if they, by chance, are attending 
the same session. 
If you give us your permission by signing the Consent Form, we plan to publish the results of this 
study as group data in Grant's doctoral thesis and a psychology journal. In these articles, individual 
participants and their individual data will not be identifiable. The data in this study will not be used for 
any other purposes.  
Storage of the data collected will adhere to the University regulations, and be kept in secure storage 
for six years after the publication date, after which time it will be destroyed. 
9. Results of Project 
Those interested in the results of the project can be provided with a summary of the results by 
emailing Grant at mindfulness_study@deakin.edu.au. A copy of the summary results will also be 
posted on the doctoral notice board in Building W in January 2011. 
10. Participation is Voluntary 
Participation in any research project is voluntary. If you do not wish to take part you are not 
obliged to. If you decide to take part and later change your mind, you are free to withdraw from the 
project at any stage. One point to note is that once you have been de-identified from your data (at the 
completion of the data collection stage approximately 9 months from now), we are unable to withdraw 
your data, as it will be unidentifiable. If you withdraw from the project before that time, any information 
obtained from you will not be used and will be destroyed. Your decision whether to take part or not to 
take part, or to take part and then withdraw, will not affect your relationship with Deakin University. 
Before you make your decision, a member of the research team will be available to answer any 
questions you have about the research project. You can ask for any information you want. Sign the 
Consent Form only after you have satisfaction that you have all the information you need. If you 
decide to withdraw from this project, please notify a member of the research team or complete and 
return the Revocation of Consent Form attached.  
11. Ethical Guidelines 
This project will be carried out according to the National Statement on Ethical Conduct in Human 
Research (2007) produced by the National Health and Medical Research Council of Australia. This 
statement has been developed to protect the interests of people who agree to participate in human 
research studies. The ethics aspects of this research project have been approved by the Human 
Research Ethics Committee of Deakin University. 
12. Complaints 
If you have any complaints about any aspect of the project, the way it is being conducted or any 
questions about your rights as a research participant, then you may contact: The Manager, Office of 
Research Integrity, Deakin University, 221 Burwood Highway, Burwood Victoria 3125, Telephone: 
9251 7129, Facsimile: 9244 6581; research-ethics@deakin.edu.au. Please quote project number EC 
2010-029. 
13. Reimbursement for your costs 
We are not able to pay you for your participation in this project. You will however receive a free copy 
of the workbook and accompanying audio CD. There is also no cost to participate in the project.  
14. Further Information, Queries or Any Problems 
If you require further information, wish to withdraw your participation, or if you have any problems 
concerning this project, you can contact a member of the research team below.  
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Dr Helen Mildred 
C/- Deakin University 
Building W, School of Psychology 
Faculty of Health, Medicine, Nursing and Behavioural Sciences 
221 Burwood Hwy 
Burwood VIC 3125 
9251 7371 
helenmil@deakin.edu.au 
 
Mr Grant Walker (Project Co-ordinator)  
C/- Deakin University 
Building W, School of Psychology 
Faculty of Health, Medicine, Nursing and Behavioural Sciences 
221 Burwood Hwy 
Burwood VIC 3125 
9251 7371 
mindfulness_study@deakin.edu.au  
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DEAKIN UNIVERSITY 
PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
 
TO: Participants 
 
Consent Form 
Date:    1st April 2010 
Full Project Title: Mindfully Coping with Anxiety 
 
 
I have read, and I understand the attached Plain Language Statement. 
I freely agree to participate in this project according to the conditions in the Plain Language Statement.  
I have been given a copy of the Plain Language Statement and Consent Form to keep.  
The researcher has agreed not to reveal my identity and personal details, including where information 
about this project is published, or presented in any public form.   
 
Participant’s Name (printed) …………………………………………………………………….......... 
 
Signature ……………………………………………………… Date  ………………………….......... 
 
Email address ............................................................................................................................. 
 
  I wish to receive a summary of the results of this research (estimated completion date, Nov 2011).  
 
The researchers responsible for this project are:  
Dr Helen Mildred, School of Psychology, Deakin University 
Mr Grant Walker, School of Psychology, Deakin University 
 
Please return this form to: 
Mr Grant Walker 
C/- Deakin University 
Building W, School of Psychology 
Faculty of Health, Medicine, Nursing and Behavioural Sciences 
221 Burwood Hwy 
Burwood VIC 3125 
9251 7371 
mindfulness_study@ deakin.edu.au 
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DEAKIN UNIVERSITY 
PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
 
TO: Participants  
 
 
Revocation of Consent Form 
(To be used for participants who wish to withdraw from the project) 
Date:    1st April 2010 
Full Project Title: Mindfully Coping with Anxiety 
 
 
 
I hereby wish to WITHDRAW my consent to participate in the above research project and understand 
that such withdrawal WILL NOT jeopardise my relationship with Deakin University. 
 
 
 
 
Participant’s Name (printed) ……………………………………………………........................... 
 
 
Signature ………………………………………………………………. Date …………………… 
 
 
Email address ......................................................................................................................... 
 
 
 
 
 
The researchers responsible for this project are:  
Dr Helen Mildred, School of Psychology, Deakin University 
Mr Grant Walker, School of Psychology, Deakin University 
 
Please return this form to: 
Mr Grant Walker 
C/- Deakin University 
Building W, School of Psychology 
Faculty of Health, Medicine, Nursing and Behavioural Sciences 
221 Burwood Hwy 
Burwood VIC 3125 
9251 7371 
mindfulness_study@deakin.edu.au 
 
 
Fax No. 9244 6858 
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Appendix J: Participant Details Form 
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Participant Details  
 
(To be completed at the introductory meeting) 
 
 
Participant Number ____________________ 
 
 
Demographics  
 
Please indicate the following items: 
 
 
Age ________ 
 
Gender 
• Male      
• Female     
 
 
 
 
 
 
Ethnicity  
• Caucasian       
• Aboriginal      
• Pacific Islander      
• Asian        
• African-American      
• Other _____________________  
 
 
 
Current Treatments  
 
Are you currently receiving any other assistance for your anxiety problems?  
e.g. seeing a private psychologist           
 
Y   |   N  
 
If yes, please describe ________________________________________________________ 
 
_____________________________________________________________________________________________________ 
 
 
 
Are you currently taking any medication for your anxiety problems?  
 
Y   |   N  
 
If yes, please describe ________________________________________________________ 
 
_____________________________________________________________________________________________________ 
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Appendix K: Mindfully Coping with Anxiety Questionnaire  
 
 
Removed due to copyright restrictions 
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Appendix L: Completion of Wait Period Feedback Form 
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Completion of Wait Period Feedback Form 
 
 
Participant Number ____________________ 
 
 
 
Did you seek any additional assistance for your emotional well-being during the 'wait period' (i.e. the 
last 12 weeks) e.g. from the Deakin Counselling Service or a private psychologist?      
 
Yes  |  No  
   
  If Yes, who/where from?_______________________________________________________ 
 
_____________________________________________________________________________________________________ 
 
_____________________________________________________________________________________________________ 
 
_____________________________________________________________________________________________________ 
 
 
 
Did you take any medication for your anxiety problems during the 'wait period' (i.e. the last 12 weeks)?  
 
Yes  |  No  
 
If yes, please describe ________________________________________________________ 
 
_____________________________________________________________________________________________________ 
 
_____________________________________________________________________________________________________ 
 
_____________________________________________________________________________________________________ 
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Appendix M: Training Session Agenda Example  
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Agenda  
 
Training Session No.1 
 
 
 
Welcome  
 
The Mindfulness and Acceptance Workbook for Anxiety  
 
General Guidelines 
You don't have to participate in class exercise practice if you don't want to. 
You can just sit and listen if you prefer. 
 
Overview this Fortnight's Workbook Material and Questions     (1 hour) 
Important sections from the workbook 
To give you a sense of the material, not necessarily all the details 
Questions  
 
Introduction 
 
Part 1 - Preparing the Way for Something New 
Ch1: Choosing a New Approach to Get a Different Outcome 
Ch2: You Are Not Alone: Understanding Anxiety and Its Disorders 
Ch3: Confronting the Core Problem: Living to Avoid Fear and Anxiety 
Ch4: Myths About Anxiety and Its Disorders 
Ch5: Letting Go of Old Myths Opens Up New Opportunities 
 
Practice the Following Exercises in Class    (10 Mins) 
Exercise: Mind Watching p76 
 
Questions on Any of the Material Covered Today? (5 mins) 
 
Homework to be Completed Over the Next 2 Weeks      
Read Part 1 - Chapters 1-5 
 
Practice each day: 
Exercise: Mind Watching p76 
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Appendix N: Homework Completion Form Example  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  335 
 
 
Homework Completion Form 
 
Please update this form after you have been able to complete the homework set each week. 
Keep track in pencil, so this form can be updated as we go. 
 
Please hand back to Grant at the end of the session. 
 
Participant Number__________ 
 
Session 1 
Reading 
Roughly, how many pages have you been able to read so far in:  
Chapter 1 (26 pages) __________ 
Chapter 2 (24 pages) __________ 
Chapter 3 (6 pages)  __________ 
Chapter 4 (10 pages) __________ 
Chapter 5 (14 pages) __________ 
 
Regular Practice 
Since Session 1, how many times have you been able to practice: 
Mind Watching p76 __________ 
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Appendix O: Completion of Workbook Feedback Form 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  337 
 
 
Completion of Workbook Feedback Form 
 
Participant Number____________________ 
 
 
Not at all   Extremely 
Helpful    Helpful 
Did you find the workbook helpful?  c d e f g 
 
 
Please give a reason for your answer (in what way was it helpful or not helpful?)  
_________________________________________________________________________________ 
 
_____________________________________________________________________________________________________ 
 
 
Not at all   Extremely 
Helpful    Helpful 
What did you think of the training sessions?  c d e f g 
 
Please give a reason for your answer (in what way was it helpful or not helpful?)  
_________________________________________________________________________________ 
 
_____________________________________________________________________________________________________ 
 
 
Would you recommend this workbook to a friend?      
 
Yes   |   No   Why?__________________________________________________________________ 
 
_____________________________________________________________________________________________________ 
 
 
Were you able to read the whole workbook and complete all the workbook exercises in the 12 week 
time period provided?      
 
Yes  |  No   If No, why?_____________________________________________________________ 
 
_____________________________________________________________________________________________________ 
 
 
Do you think the workbook is a valuable resource to have to refer back to as required?      
 
Yes  |  No Why?__________________________________________________________________ 
 
_____________________________________________________________________________________________________ 
 
 
Did you seek any additional assistance for your emotional well-being during the 'workbook period' (i.e. 
the last 12 weeks) e.g. from the Deakin Counselling Service or a private psychologist?      
 
Yes  |  No If Yes, who/where from?___________________________________________________ 
 
_____________________________________________________________________________________________________ 
 
 
Is there any other feedback you would like to provide? 
 
_____________________________________________________________________________________________________ 
 
_____________________________________________________________________________________________________ 
 
_____________________________________________________________________________________________________ 
 
_____________________________________________________________________________________________________
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Appendix P: Three Month Post Training Practice Completion & Feedback Form 
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3 Month Post Training Practice Completion & Feedback Form 
 
Participant Number         
Please provide numbers for frequency of practice, rather than answers such as "a few times". 
 
Since the completion of the training sessions (12 weeks ago):  
1. How many times have you practiced: 
Mind Watching p76 __________ 
Mindful Breathing p145  __________ 
Acceptance of Thoughts and Feelings p157  __________ 
Acceptance of Anxiety p196  __________ 
Loving Kindness Practice p204  __________ 
Any of the Feel Exercises for Bodily Discomfort p220-224   __________ 
e.g. for Panic Attacks. 
Any of the Feel Exercises To Unhook Your Judgmental Mind p230-242  __________ 
e.g. for Nagging Worries and Doubts, Disturbing Images and Painful Memories.  
Leaves on a Stream p242  __________ 
2. How many pages have you read in the workbook? _________________ 
3. Have you completed any workbook exercises that you did not complete during training?  Yes | No  
If so, which ones?, (on page No.?) (e.g. Building Your Life Compass p181) ___________________ 
_______________________________________________________________________________ 
_______________________________________________________________________________ 
4. Did you seek any additional assistance for your emotional well-being after the end of the training 
session period (in the last 12 weeks) e.g. from Deakin Counselling Service or a private 
psychologist?     Yes  |  No  
If Yes, please describe ____________________________________________________________ 
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________ 
5. Twelve weeks after the training sessions have finished, is there any other feedback about the 
program that you would like to provide? 
_______________________________________________________________________________ 
_______________________________________________________________________________ 
_______________________________________________________________________________ 
 
I sincerely hope you enjoyed the program and found learning the skills beneficial. Thank-you for 
your participation and assistance in providing data for the study. It is greatly appreciated.  
 
Best wishes,  
 
Grant.  
  340 
 
 
Appendix Q: Ethics Approval 
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Memorandum 
 
To:     Dr Helen Mildred 
    School of Psychology 
    cc: Mr Grant Walker 
 
 
From:    Deakin University Human Research Ethics Committee (DU-HREC) 
Date:    12 April, 2010 
Subject:   2010-029 
    Mindfully coping with anxiety 
 
    Please quote this project number in all future communications 
 
The application for this project was considered at the DU-HREC meeting held on 29/03/2010. 
 
Approval has been given for Mr Grant Walker, under the supervision of Dr Helen Mildred, School of 
Psychology, to undertake this project from 12/04/2010 to 12/04/2013. 
 
The approval given by the Deakin University Human Research Ethics Committee is given only for the 
project and for the period as stated in the approval. It is your responsibility to contact the Human 
Research Ethics Unit immediately should any of the following occur:  
•  Serious or unexpected adverse effects on the participants 
•  Any proposed changes in the protocol, including extensions of time. 
•  Any events which might affect the continuing ethical acceptability of the project. 
•  The project is discontinued before the expected date of completion. 
•  Modifications are requested by other HREC's. 
 
In addition you will be required to report on the progress of your project at least once every year and at 
the conclusion of the project. Failure to report as required will result in suspension of your approval to 
proceed with the project. 
 
DU-HREC may need to audit this project as part of the requirements for monitoring set out in the 
National Statement on Ethical Conduct in Human Research (2007). 
 
Human Research Ethics Unit 
research-ethics@deakin.edu.au 
Telephone: 03 9251 7123 
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Appendix R: Mindfully Coping with Anxiety Intervention Workbook 
 
 
Removed due to copyright restrictions 
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Appendix S: Mindfully Coping with Anxiety Intervention Workbook Summary 
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The Mindfully Coping with Anxiety Study 
 
Workbook Summary  
 
 
 
Removed due to copyright restrictions 
 
 
 
